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In the unavoidable absence of the President (Dr. Fbbdbbick 
TayIjOB) the Chair was taken by Sir Henbt Mobbis, Bt., who, on 
behalf of the Fellows, welcomed Professor Bose and introduced him 
to the meeting. 


The Action of Drugs on Plants. 

By Professor J. C. Bose, C.S.I., C.I.E., M.A., D.Sc. 

Presidency College, Calcutta. 

It was not till recently that we realized how numerous are the 
'difficulties that confront an investigator into the action of drugs upon 
the human subject. The medical faculty is amazed at the claims made 
by another body professing faith in science, who are reported to have 
made astounding cures without the aid of medicine. This body, hailing 
from the New World, even counts among its votaries citizens of this 
■country. Sceptics explain away these alleged cures by a theory of 
auto-suggestion. But in the practice of medicine itself auto-suggestion 
is not excluded; for among the curative factors we have the personality 
of the physician, the inherited memory of the medicine man and his 
magical practices, and the pure effect of drugs as such. This will give 
us some idea of the great intricacy of the problem; and the only way 
in which we can evade the almost insuperable difficulties that confront 
us, is by taking for our experimental subject an organism whose psychic 
power is so undeveloped as to be incapable of reacting to a suggestion. 
Such a rigorous condition is amply fulfilled by the plant, for no one will 
impute an emotional exuberance to a turnip. Besults of experiments 
carried out with plants will therefore give us the pure effect of the 
chemical agent. Therefore, we shall be on somewhat safer ground if 
before hazarding a new drug on a patient we examine its potency on an 
inarticulate and uncomplaining piece of vegetable. 

That such expectations are not purely fanciful will become evident 
when I cite one of our greatest living authorities, whose work has 
become classical. In his well-known work on medicine. Sir Lauder 

N—1 
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Brunton expresses his deliberate conviction that scientific investigations 
regarding the effects of various drugs on the animal could not be 
regarded as satisfactory until we succeeded in discovering their effects 
on living orgamsms as a whole, including the plant. 

It is not necessary here to descant upon the importance of the more 
universal aspect of the subject as in the investigation by the comparative 
method. It will, however, be admitted that it is only by the study of 
the simpler phenomena of irritability in the vegetal organism that we 
can ever expect to elucidate the more complex physiological reactions 
in the animal tissues; and in the scientific study of the effect of drugs 
we should aim to get at the very root of the matter, in discovering the 
fundamental reactions of drugs on the simplest protoplasmic mechanism 
of the plant. 

Assuming that plant tissues respond to the characteristic action of 
different drugs, yet the physiological change induced will elude our 
visual scrutiny. To take an extreme case, we find that it is impossible 
by mere inspection to distinguish between plant specimens one of which 
is alive and the other killed. We have then to discover means by 
which the plant itself is made to reveal its internal condition, and 
changes in that condition by characteristic signals recorded by it. Our 
success in devising such a method will enable us to determine whether 
a given drug causes an excitatory or depressing effect on the plant. 

The results obtained with plants might lead us to expect that 
effects essentially similar would be found in the animal. But this 
expectation can only be justified if it can be shown that the physio¬ 
logical responses of the plants are in the main similar to those of 
the animal. This inference, however, runs counter to the prevailing 
opinion. For ordinary plants, unlike animals, maintain an attitude of 
passivity under a succession of blows. Animal tissues give electrical 
signs of irritation; ordinary plants, on the other hand, are supposed not 
to give any such signs of excitement. The animal possesses a wonderful 
nervous system by which the organism is put into intimate communi¬ 
cation with its different parts and with the environment. On the 
other hand, all authorities are unanimous in declaring that in a plant 
admittedly so sensitive as Mimosa there is no such thing as nervous 
impulse. And lastly, certain rhythmic tissues of the animal go on 
beating incessantly without any apparent cause, this spontaneous 
activity undergoing very characteristic modification under definite 
physiological changes. No phenomenon corresponding to this had been 
suspected in the plant. 
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I shall have occasion to demonstrate that the assumption of such 
difference between animal and vegetable organisms is not justified. 
I shall, on the contrary, show that the phenomena of contractile 
response in the plant reveal characteristics similar to those of the 
animal; that even ordinary plants exhibit under excitement a re¬ 
sponsive electrical variation of the same sign as in the animal; that 
excitatory impulses are transmitted through certain conducting tissues 
of the plant in a manner precisely similar to the nervous impulse in 
the animal; and that there are rhythmic tissues in the plant which 
react under various external conditions in a manner just the same as 
those of the animal. 

After demonstrating the similar physiological characteristics in 
vegetal and animal organisms, I shall next speak of the effects of various 
stimulating and depressing agents, such as a constant electrical current, 
various drugs, narcotics and poisons, on the contractile, the conducting 
and the rhythmic tissues of the plant. 

It will further be shown how the normal effect of a drug on the 
plant is profoundly modified by two other factors. The first of these 
is the influence of dose or strength of application. The second factor 
of modification is the change induced in the tissue by the cumulative 
action of stimulus, in consequence of which the response of the organism 
undergoes a complete cyclic change. Consideration of these questions 
will probably throw much light on various anomalies met with in 
medical practice. 

Having now briefly outlined the subject of my discourse, I shall 
next describe my experimental devices, the methods of investigation, 
and their results. This somewhat extensive subject I shall treat in 
the following order :— 

(I) Plant Sobipt. 

(1) Mechanical response of plant. 

(2) The Besonant Becorder. 

(3) Electrical response of plant. 

(II) SlMILABITIES OP MECHANICAL BeSPONSE IN PLANT AND AnIMAL. 

(1) Additive effect of stimulus. 

(2) Effect of temperature. 

(3) Work performed by contractile tissue. 

(4) Latent period and its variations. 

(5) Diurnal variation of excitability in plants. 

(6) Death-spasm in plants. 
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(III) Demonstration op Nervous Impulse in Plants. 

(1) Excitatory impulse in absence of mechanical disturbance. 

(2) Velocity of impulse modified under physiological variation. 

(3) Physiological block of nervous impulse. 

(4) Confirmatory evidence of electrical investigation. 

(IV) Conducting Power op Nerve and its Variation. 

(1) Induction of artificial paralysis and its cure. 

(2) Canalisation of conducting path. 

(3) Control of nerve-conduction. 

<V) Similarities between Ehythmic Pulsations in Plant and 
Animal. 

(1) Befractory period. 

(2) Effect of ligature. 

(3) Effect of temperature. 

(VI) Eppect op Electrical Current on Plant-response. 

(1) Polar reactions on contractile tissue. 

(2) Contrasted effect of anode and kathode on pulsating 

tissues. 

(3) Inhibitory effect of transmitted electric stimulation. 

(VII) Eppect op Chemical Agents on the Besponse op Con¬ 
tractile Tissue. 

(VIII) Eppect op Drugs on the Conducting Nerve. 

(1) Effect of poison in the abolition of conduction. 

(2) The Conductivity Balance. 

(IX) Eppect op Drugs on the Pulsation op Bhythmic Tissue. 
(X) Modipying Inpluence op Dose. 

(XI) The Molecular Cycle. 

(I) Plant Script. 

As regards the possibility of revealing internal changes in the plant, 
the only conceivable way of doing so is by the detection and record of the 
response of the organism to a definite testing shock. If we can find out 
in the plant the relation between the stimulus and response, we shall be 
able to determine its state of vitality at the moment. In an excitable 
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condition the feeblest stimulus will evoke an extraordinarily large 
response; in a depressed state even a strong stimulus will evoke only 
a feeble response; and at the onset of death there is an abrupt end of 
the power to answer at all. Thus by means of testing blows we are 
able to make the plant itself reveal those invisible internal changes 
which would otherwise have entirely escaped us. 

We may, as we shall see, employ different methods of recording the 
response of the plant. The most evident is the method in which the 
answer is given in the form of mechanical movement. 



Fig. 1. 


Diagrammatic representation of Automatic Plant Recorder. Petiole of 
liimoaa, attached by thread to one arm of lever, L; writing index, W, traces 
on smoked glass plate, G, the responsive fall and recovery of leaf; P, primary, 
and S, secondary, of induction coil. Electric shock passes through the 
plant by electrodes, £, E'; A, accumulator ; C, clockwork for regulating dura¬ 
tion of tetanising shock. Primary circuit of coil completed by plunging rod, 
B, dipping into cup of mercury, M. 


(1) Mechanical Response of Plant. 

At the joint in the leaf of the so-called sensitive plantf Mimosa, there 
is a cushion-like mass of tissue known as the pulvinus. Under excita¬ 
tion the parenchyma in the more excitable lower half of the pulvinus 
undergoes contraction, in consequence of which there is a fall of the 
leaf. This sudden movement constitutes the mechanical response of 
the leaf. By the invention of different types of recorders I have 
succeeded in making the plant itself write an answering script to a 
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testing stimulus; and in order that the results obtained should not be 
influenced by any personal factor, arrangements have been made that 
the plant attached to the recording apparatus should be automatically 
excited by a stimulus absolutely constant, should make its own respon¬ 
sive record, going through its own period of recovery and repeating the 
same cycle over again without assistance at any point on the part of 
the observer (fig. 1). 



Fio. 2. 


Upper part of Resonant Recorder (from a photograph). Thread from clock 
(not shown) passes over pulley, P, letting down recording plate. S', screw for 
adjustment of distance of writing-point from recording plate; 8, screw lor 
vertical adjustment; T, tangent screw for exact adjustment of plane of move¬ 
ment of recorder, parallel to writing surface ; V, axis of writer supported per¬ 
pendicularly at centre of circular end of magnet; C, reed ; M, micrometer screw 
for adjustment of length of reed. 


(2) The Resonant Recorder. 

In obtaining the actual record of responsive movements in plants 
we encounter many serious difficulties. In the case of muscle- 
contraction, the pull exerted is considerable and the friction offered 
by the recording surface constitutes no essential difficulty. In the case 
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Fig 3. 


Photograph of Duplex Resonant Recorder, with plant and accessories. 
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of plants, however, the pull exerted by the motile organ is relatively 
feeble, and in the movement of the very small leaflets of Desmodium 
gyrans, or the telegraph plant, for instance, a weight so small as four- 
hundredths of a gramme is enough to arrest the pulsation of the leaflets. 
The difficulty could not be removed as long as the writer remained in 
continuous contact with the writing surface, but I was finally able to 
overcome it by making an intermittent instead of a continuous contact. 
The possibility of this lay in rendering the writer tremulous, this 
being accomplished by an invention depending on the phenomenon 
of resonance. 

The principle of my Besonant Becorder depends on sympathetic 
vibration. If the strings of two violins are exactly tuned, then a note 
sounded on one will cause the other to vibrate in sympathy. We may 
likewise tune the vibrating writer, V, with a reed, C (fig. 2). Suppose 
the reed and the writer are both tuned to vibrate a hundred times per 
second. When the reed is sounded the writer will also begin to vibrate 
in sympathy. In consequence of this the writer will no longer remain 
in continuous contact with the recording plate, but will deliver a 
succession of taps a hundred times in a second. The record will 
therefore consist of a series of dots, the distance between one dot and 
the next representing one-hundredth part of a second. With other 
recorders it is possible to measure still shorter intervals. It will now 
be understood how, by the device of the Besonant Becorder, we not 
only get rid of the error due to friction, but make the record itself 
measure time as short as may be desired. The extreme delicacy 
of this instrument will be understood when by its means it is possible 
to record a time-interval as short as the thousandth part of a second. 
Fig. 3 is a photograph of the entire apparatus with accessories. 

(3) Electrical Besponse of Plant. 

In Mimosa the responsive fall of the leaf is due to greater contrac¬ 
tion of the lower half of pulvinus. It is evident that if the upper half 
had been equally excitable the two excitatory contractions would have 
balanced each other with no resulting movement. It is thus seen 
that a plant may be excitable and yet may be unable to show it by 
external movement. 

By electrical methods of investigation I have been able to show that 
every plant, and each organ of every plant, is sensitive, and exhibits 
the state of excitement by electromotive variation of galvanometric 
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negativity—that is to say, an electrical change identically the same 
as that induced in an excited animal tissue.^ In fig. 4 is shown a 
series of electrical response in carroty and its gradual arrest under the 
action of a narcotic. 

Thus the two independent methods are at our disposal by which the 
excitability of a plant tissue and its variations under physiological 
changes may be detected and accurately recorded. 



Fig. 4. 


Effect of chloroform on electrical response of carrot. The anaesthetic was applied 

after the third response. 


(II) Similarities of Mechanical Eesponse in Plant and Animal. 

I shall next describe various characteristics of response of contractile 
plant tissues, from which their remarkable similarity with corresponding 
response of animal tissue, will become evident. 

(1) Additive Efect of Stiviulus. 

In the response of animal tissue it is found that a single stimulus, 
by itself ineffective, becomes effective upon repetition. The same is 
found to be the case in plant tissue. Thus, in a particular experiment, 

' Bose : Friday Evening Discourse, Royal Institution, May 10, 1901. Bose, “ Comparative 
Electro-physiology ” (Longmans, Green and Co., 1907). 
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while an electrical stimulus of intensity 0‘1 was singly ineffective, it 
became effective after being repeated twenty times. It is found, 
moreover, that this additive effect is, within limits, strictly quantitative. 

(2) Effect of Temperature. 

As in the case of the animal tissue, so also in Mimosa, the response 
is abolished at a sufficiently low temperature. With rise of tempera¬ 
ture the amplitude of response is increased and the period of recovery 
shortened. 


(3) Work performed by Contractile Tissue. 

The effect of load on the response of Minwsa is similar to that 
on the contractile response of muscle. In both, under increasing load. 



Fig. 5. 

Record showing the latent period of Mirnosa. This recorder vibrates 200 
times per second. The time-interval between successive dots is here 0*005 second. 
The vertical line represents moment of application of stimulus. 


the height of response undergoes a progressive diminution, with 
shortening of the period of recovery. Within limits the amount 
of work performed by the muscle increases with the load. The same 
is true of the work performed by the pulvinus of Mimosa. 

(4) Latent Period and its Variations. 

The latent period is in general shorter under greater intensity of 
stimulus, the value becoming constant above a maximal stimulus. 
The shortest value in the pulvinus of Mimosa is 0‘06 second. Fig. 5 is 
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a record giving a value of 0'076 second. A rise of temperature shortens 
the latent period. > 

Under fatigue, on the other hand, the latent period is very much 
prolonged. When excessively tired the plant temporarily loses its 
power of response. In this condition the plant requires at least 
half an hour’s absolute rest to regain its equanimity. In all these 
reactions we observe a remarkable parallelism with contraction pheno¬ 
mena in the muscle. 

(5) Diurnal Variation of Excitability in Plants. 

I do not know if any specific investigation has been carried out 
to ascertain whether the life-activity in the human subject remains 



A.m . 5 P> 


Fig. 6. 

Record for twenty-four hours, exhibiting diurnal variation of excitability, 
commencing at 5 in the afternoon. 


uniform during the twenty-four hours, or whether it undergoes any 
definite periodic variation. I believe it is generally found that vitality 
is at its lowest ebb in the early hours of the morning. In any case, 
I find the physiological activity of the plant does not remain uniform, 
but undergoes a diurnal fluctuation. For carrying out investigations 
on this subject I made Mimosa record its answers to uniform testing 
shocks repeated every hour of day and night. The amplitude of the 
answering twitch gave a measure of its activity at each hour. I always 
found that the excitability of the plant was at its minimum in the early 
morning, attaining its maximum at noon (fig. 6). 
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(6) Death-spasm in Plants. 

The electrical response of galvanometric negativity is abolished on 
the death of the plant. When the plant is subjected for a time to a 
temperature of 60° C. the electrical response disappears. This tempera¬ 
ture is therefore fatal for most plants. In order to determine the exact 
death-point I subjected Mimosa and various other plants to a gradual 
rise of temperature. This is attended by a progressive, expansive, or 
erectile movement; at the critical temperature of 60° C., however, the 
movement of expansion is suddenly reversed to a spasmodic excitatory 
contraction. The reversal takes place under standard conditions at or 
about 60° C. ; after this the response of the plant is permanently 
abolished. The death-record is a V-shaped curve, the sharp point of 
inversion being the death-point. After death, repetition of this experi¬ 
ment shows no further inversion. 

It may be thought that this spasmodic movement is not physio¬ 
logical, but that the contraction is caused by coagulation of protoplasm. 
The following facts, however, dispose of that supposition. In the event 
of the contraction being due to coagulation the resulting movement, 
brought on by general shortening, would be non-discriminative in 
direction. But in the case of excitatory movement the direction would 
be discriminative—i.e., determined by the question of the differential 
excitabilities of the two sides of the tissue. In Mimosa it is the lower 
half of the pulvinus that is more excitable, hence the excitatory con¬ 
traction of the more irritable lower half determines the spasmodic 
down-movement at death. Again, if we take a hollow tubular organ, 
such as the flower peduncle of dandelion or daffodil, and cut it in 
the form of a spiral, we get a preparation of which the inner or 
protected side is the more excitable. Hence at the fatal temperature 
the death-spasm is here exhibited by a greater contraction of the inner' 
surface, resulting in a curling movement or tightening of the spiral. 
But if instead of this we take a tendril that has twined itself round 
a support, the inside of the spiral, owing to constant irritation by contact, 
will have been rendered less excitable through fatigue. In this case it 
is the outer side of the spiral that is relatively more excitable. The 
death-spasm of the tendril is shown in this case by a movement of 
sudden uncurling — i.e., a movement exactly the opposite of that 
exhibited by the cut spiral. The difference in the two cases emphasises 
the excitatory character of the phenomenon. Again, if the spasm 
observed at the fatal temperature be physiological, the extent of the 
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movement will depend on the vigour of the specimen; and in conformity 
with this we find that the death-spasm in younger specimens is far 
more violent than in old specimens. Moreover, the sudden contraction, 
or death rigor, in the plant is followed by a post-mortem relaxation. 
Hence in a complete death-curve we have first a down-curve indicative, 
of expansion; then a sudden notch or inverted up-curve, exhibiting 
spasmodic contraction; and finally another down-curve showing post¬ 
mortem relaxation, the whole curve being like an inverted N. It is 
found, as stated before, that the size of this notch, indicative of death- 
throe, depends on the vigour of the plant. With a young specimen it 
is very large, and becomes smaller and smaller with advancing age. 
With extreme old age the notch almost vanishes, and life passes imper¬ 
ceptibly into death. 

That this spasmodic contraction is a physiological phenomenon is 
further seen from the fact that the death-point, as determined from the 
inversion of the curve, is lowered under physiological depression. Thus, 
fatigue will lower it to an extent depending upon the degree of fatigue. 
In a certain instance the death-point, owing to the above cause, was 
lowered from the normal 60° C. to 37° C. Previous administration 
of dilute poison lowered the death-point in another case by 18° C. 

Finally, I have shown that all excitatory reactions have as their 
concomitant a sudden electrical change, of a definite sign; and it is very 
significant that -at the critical temperature of 60° C. there occurs a 
sudden electrical discharge in the plant, the direction of the current 
being determined by the differential excitabilities of the tissue. 

(Ill) Demonstration op Nervous Impulse in Plants. 

It has been hitherto supposed that in Mimosa the impulse caused 
by irritation is merely hydro-mechanical, and quite different from the 
nervous impulse in the animal. According to the hydro-mechanical 
theory, the application of mechanical stimulus is supposed to squeeze the 
tissue, in consequence of which the water thus forced out delivers a 
mechanical blow to the motile organ of the plant. This mechanical 
theory was accepted in view of the anaesthetic experiment of Pfeffer, 
who, applying chloroform to the surface of the stem, found that this did 
not arrest the impulse. A little reflection will, however, show that 
under the particular conditions of the experiment the conducting tissue 
in the interior could not have been affected by the narcotic; the task 
being, in fact, as difficult as narcotising a nerve-trunk lying between 
muscles by application of chloroform to the skin outside. 
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We may apply several crucial tests to decide the question as to 
whether the impulse in the plant is mechanical or physiological:— 

(1) The impulse could not he mechanical, if excitation can be 
initiated and propagated without any physical disturbance. 

(2) The impulse must be physiological, or of a nervous character, 
if it can be shown that physiological changes induce appropriate variation 
in the velocity of transmission of the impulse. 

(3) If the impulse is arrested by various physiological blocks, then 
it must be excitatory or of a nervous character.* 



Experimental arrangement for determination of velocity of transmission and 
its variation. Record is first taken when stimulus is applied near the pulvinus 
at B (latent period) and then at a distant point on theleaf-stalk at A. Difierence 
of two gives time for transmission from A to B. The band of cloth, G, is for 
local application of warmth, cold, ansBsthetics, and poison. 


(1) Excitatory Impulse in Absence of Mechanical Disturbance. 

I have shown elsewhere that excitation takes place in the plant 
under the polar action of an electrical current, in the complete absence 
of any mechanical disturbance. This is realised when we find that in 
certain plants an excitatory impulse is initiated and transmitted by the 
action of a current which is so feeble as not to be perceived even by 
the very sensitive human tongue. 


* For a more detailed account see Bose, * * An Automatic Method for the Investigation of 
Velocity of Transmission of Excitation in Mimosa^'' Phil, Trans. Roy. Soc., Series B, 1914^ 
cciv, pp. 63-97; Bose, ** Researches on Irritability of Plants” (Longmans, Green and Go.,. 
1913). 
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(2) Velocity of Impulse modified under Physiological Variation. 

The experimental method employed to determine whether any 
physiological change induces variation in the speed of transmission 
is seen in fig. 7. 

Among the favourable agents which have a marked effect on the 
nervous impulse of the animal is the influence of temperature. Hence 
we may devise a decisive experiment to discriminate between the theories 
of mechanical and nervous transmission in the plant. Temperature has 
no effect on mechanical propagation, whereas a moderate variation of 
it profoundly affects nervous transmission. The result given in fig. 8 
is quite conclusive as regards the excitatory character of the impulse 
in plants. It is seen that with rising temperature the time required 



Fig. 8. 

Effect of rising temperature in enhancing velocity of transmission. The 
tbree records from below upwards are for temperatures 22° 0., 28° C., and 31° C. 
respectively. Successive dots represent intervals of 0*1 second. 


for transmission through the same distance is continuously reduced. 
In the present case the velocity is seen to be more than doubled by a 
rise of temperature through 9° C. 

The velocity of transmission of 30 mm. per second in Mimosa is of 
the same order as the speed of nervous impulse in some of the lower 
animals. This is seen in the fact that the velocity in the nerve of the 
slug is 125 mm. and in Anodon only 10 mm. per second. 

(3) Physiological Bloch of Nervous Impulse. 

As in the case of the animal, so also in the case of the plant, the 
excitatory impulse may be arrested by the action of an electrotonic 
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block. As long as the current is maintained, so long is the impulse 
arrested; on the cessation of the blocking current, however, the con¬ 
ducting power is immediately restored. Local application of poison 
is found to arrest permanently the excitatory impulse through the 
poisoned tract. 

(4) Confirmatory Evidence of Electrical Investigation. 

Another distinct line of investigation independently supports these 
conclusions. I have shown that the excitatory change in the plant is 
accompanied by a concomitant electrical change of galvanometric 
negativity. Electrical investigation carried on with certain isolated 
strands of conducting tissue of the plants shows that this excitatory 
electrical impulse is transmitted to a distance along them. 


(IV) Conducting Power of Nerve and its Variation. 

We have seen how the physiological characteristics of the excitatory 
impulse in the plant are similar to those of nervous impulse in the 
animal. Under certain conditions the animal nerve undergoes changes 
leading to paralysis. In such a case a cure may sometimes be effected. 
The problem here is to impart a better conducting power to an ineffec¬ 
tively conducting tissue. This power of conduction or its absence are 
ultimately dependent on obscure molecular modifications. Discovery 
of parallel phenomena in the plant will undoubtedly prove of great 
importance. 

(1) Induction of Artificial Paralysis and its Cure. 

An interesting experiment relates to the artificial induction of 
temporary paralysis. When localised cooling is applied to a part of 
the petiole of Mimosa, the conduction of excitation through that 
portion becomes greatly delayed, till with sufficient cooling there is 
an actual block to the transmission of excitation. Thus it is possible 
by applying a fragment of ice to cause local paralysis of the conducting 
power of the petiole, which persists for over an hour, even after 
restoration of the tissues to the normal temperature. It is extremely 
suggestive, that I was able under these conditions quickly to restore 
the conducting power by application of electrical shocks of moderate 
intensity to the paralysed region. Too strong a shock was, however, 
found to be highly detrimental. 
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(2) Canalisation of Conducting Path. 

In plant experiments I find a very significant result as regards the 
power of stimulus to fashion its own conducting path. Thus a plant 
carefully protected under glass from the stimulating buffets of the 
elements looks sleek and flourishing, yet is in reality flabby. Its 
conducting power is found to be in abeyance, though the motile 
organ exhibits its normal power of contraction. Anatomically the 
conducting elements are present, but from want of use they remain 
functionally inactive. Now in this condition it is very interesting to 
watch the growth of conducting power under the influence of stimulat¬ 
ing blows. There is at first no transmission ; after a time excitatory 
impulse begins to be initiated. Continued stimulation enhances the 



Fio. 9. 

Canalisation of conducting path by stimulus. Sluggish conducting power 
seen in lowest record. The next record shows enhancement of conducting power 
in consequence of previous stimulation. The uppermost record shows attain¬ 
ment of maximum power of conduction. 


conducting power to a maximum. The concluding part of this process 
is illustrated in the records given in fig. 9. 


(3) Control of Nerve-conduction. 

What is the change of the tissue which brings on paralysis ? What 
is the molecular condition which confers conducting power on a nerve ? 
These are very obscure problems, and any investigation calculated to 
throw light on the subject will undoubtedly prove of the highest 
importance not only in theory but also in practice. 

The nerve may have been rendered abnormal in two different ways. 

N—2 
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In one case it may have become extremely sluggish in transmitting 
an impulse. In the other case it may have become so hypersensitive 
as to transmit the feeblest excitation with intolerable intensity. In 
restoring the nerve to a normal condition, we want to augment the 
conducting power in one case or arrest it in the other. 

A man who constantly uses the telephone has it in his power, by 
a simple process of switching on and off, to keep the circuit open or 
closed to the calls he receives, according as the message is pleasant or 
unpleasant. Can he similarly have the same control over the con¬ 
ducting system which exists within himself ? Is it possible for him 
to augment or inhibit the nervous messages ? 

The phenomenon of excitation may be regarded as a process of 
molecular upset caused by stimulus, and the transmission of excitation 
as the propagation of the molecular disturbance. The phenomenon of 
molecular upset we may simply picture by means of a row of standing 
books. A certain intensity of blow applied, say, to the book on the 
extreme right would cause it to fall to the left, hitting its neighbours 
and causing them to topple over in succession. If the books have 
previously been slightly tilted towards the left, a disposition would have 
been given to them which, by facilitating the fall, would accelerate the 
speed of transmission. Conversely, an opposite disposition would retard 
or arrest the movement. Thus by means of a directive or polar force 
we may induce a molecular predisposition which would enhance or 
retard the speed of the disturbance according to the directive action, 
positive or negative, of the polar force. It may thus be possible to 
discover some polar force which, by inducing characteristic molecular 
dispositions, would enhance or retard the conduction in a nerve. 

So much for theory; its value must be judged by practical results. 
It may be briefly stated here that, acting on the principle that has 
been described, I have been successful in inducing at will and by 
turns two opposite molecular dispositions in the conducting tissue 
of the plant. When the polar force was maintained in a positive 
direction, the speed of the excitatory impulse was enhanced in a 
remarkable manner. The nervous impulse could, on the other hand, be 
increasingly retarded, and Anally arrested, by reversing the direction 
of the force and increasing its intensity. These supra or a-conducting 
states were maintained as long as the nerve was subjected to the action 
of the given force.^ 


' The detailed account of this investigation has recently been communicated to the Royal 
Society. 
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I have referred to the conducting tissue of the plant as a nerve. 
The use of this term has, I think, been justified by the remarkable 
similarities of reactions between the conducting tissues of the plant and 
animal under varied conditions. Perhaps the crucial test of a theory 
may lie in the power which it gives of predicting unknown phenomena, 
the predictions being afterwards fully verified. Believing in the 
identity of characteristics of plant and animal nerves, I applied the same 
polar forces which I found to be so effective in my plant experiments 
to the nerve of the frog; and it was a matter of intense gratification to 
me to find that by employing the same methods I could exalt or inhibit 
at will the conducting power of the experimental nerve. The import¬ 
ance of this investigation must be obvious to all. Its success further 
proves the importance of physiological investigation on plants in 
elucidating intricate problems of animal physiology. 



Fig. 10. 

Record of automatic pulsations in Desmodium gyrans. 


(V) Similarities between Ehythmic Pulsations in Plant and 

Animal. 

In Desmodium gyrans, or the telegraph plant, the small lateral 
leaflets exhibit automatic pulsations. I find that the characteristics of 
the rhythmic tissues in the plant are surprisingly similar to those of 
the cardiac tissue in the animal. The down-movement of the leaflet 
is quicker and corresponds to the systolic movement of the heart. 
The maximum rate of this down movement is 0*9 mm. per second. 
The diastolic or up movement is much slower, its maximum rate being 
0*56 mm. per second. The pulsating activity of the detached heart of 
a frog can be maintained for long periods by subjecting it to intercardiac 
pressure. Similarly the activity of the detached leaflet of Desmodium 
can be renewed by the application of internal hydrostatic pressure, 
after which the pulsation can be maintained uniform for many hours 
(fig. 10). 
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(1) Refractory Period. 

The cardiac tissue of the animal has a long refractory period. The 
tissue takes no account of the stimulus which falls within the refractory 
period. This is also characteristic of the response of the rhythmic 
tissue of Desmodium. Rhythmic tissues, animal and vegetable alike, 
are incapable of tetanus. The pulsating leaflet of Desmodium, like the 
pulsating heart, is more susceptible to excitation at diastole than at 
systole. An extra pulsation is induced in both by an induction shock, 
applied during the diastolic phase. 



Fig. 11. 

Effect of lowering of temperature in producing increase of amplitude and 
decrease of frequency in pulsation of frog’s heart. Record to left, normal 
pulsations; record to right, effect of lowered temperature (Brodie). 


(2) Effect of Ligature. 

By the application of Stannius’s ligature, the pulsation of the heart is 
arrested at diastole. A similar arrest at diastole is found to take place 
in the pulsation of Desmodium by the application of a ligature imme¬ 
diately below the motile organ. The arrest takes place either at once or 
after one or two vigorous beats. Similar effects are also obtained by 
making a cut, after suitably supporting the leaflet. While the leaflet 
is in the condition of this arrest, it is often possible to renew the 
pulsation by the stimulus of an electrical shock. 

(3) Effect of Temperature. 

The effect of lowering of temperature on the rhythmic pulsation 
of Desmodium is similar to that on the pulsation of a frog’s heart. 
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Lowering of temperature enhances the amplitude, but reduces the 
frequency of pulsation of both. A rise of temperature, on the other 
hand, causes enhanced frequency and diminished amplitude of pulsation 
(figs. 11,12). 

We have seen the extraordinary similarities of physiological reaction 
in the contractile, the conducting, and the rhythmic tissues of plant 
and animal. We shall now take up the reactions of the plant under 
medical treatment. This latter includes the application of electricity 
and drugs; we shall therefore consider in some detail the stimulating 
or depressing effects induced by an electrical current and the stimu¬ 
lating, depressing, narcotic and poisonous effects of various drugs on 
the plant. 



Fig. 12. 

Efiect of lowering of temperature on pulsation of Desmodiiim. Record to left, 
normal; record to right, effect of lowered temperature. 


(VI) Effect of Electrical Current on Plant-response. 

The sensitiveness of some plants to the stimulus of an electrical 
current is extraordinarily high. The human tongue is known to be an 
extremely sensitive detector of an electrical current, the tongue of an 
average European detecting a current as low as 6 micro-amperes. But 
we must bow down to the superior perceptive power of the plant, which 
in the case of Biophytum, for example, is ten times more sensitive than 
the European ! 
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(1) Polar Reactions on Contractile Tissue, 

As regards the action of constant current in inducing excitation 
of the contractile plant-tissue, I find that with feeble current, it is the 
kathodic point which excites at the make and not at the break of the 
current; the anode excites at neither make nor break. With current 
of moderate intensity, the kathode still excites at make and not at 
break. The anode, however, now induces excitation at the break but 
not at the make. In all these w^e have a series of reactions which are 
identical with those which take place in the contractile animal tissue. 

(2) Contrasted Effect of Anode and Kathode on Pulsating Tissues, 

Taking the case of rhythmic tissues in the animal, the point of 
application of anode on a beating heart induces an expansion. The 
effect of the kathode would be the opposite. 



Fig. 13. 

Alternate effects of anode and kathode in diminishing systolic contraction 
and diastolic expansion. Continuous line below record indicates duration of 
application of current. Line below normal represents application of kathode ; 
line above, application of anode. 


Similar effects are also observed in the pulsating leaflets of the 
telegraph plant. Thus, the application of anode, inducing expansion, 
tends to oppose the contraction at the systolic phase. The effect is a 
diminution of contraction. In the record shown in fig. 13 the up- 
movement represents contraction and the down-movement expansion. 
The diminution of contraction under anode thus appears in the record 
as progressive diminution of heights of responses. The application of 
kathode, on the other hand, inducing contraction, opposes the diastolic 
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expansion ; the amplitude of pulsations is seen progressively reduced 
with continuously diminishing relaxations, the base-line being shifted 
in consequence. 

(3) Inhihitory Effect of Transmitted Electric Stimulation. 

The pulsation of the beating heart may be inhibited by the stimu¬ 
lation of the vagus nerve. The rhythmic pulsation of Desmodium 
leaflets may similarly be inhibited by applying electrical stimulation at 
some distance from the pulsating organ. This is seen in fig. 14, where 
the inhibitory effect of transmitted excitation is seen to diminish the 
normal amplitude of pulsation. On the - cessation of excitation the 
pulsations are seen gradually to regain their normal amplitude. 



Fig. 14. 

Inhibitory effect of transmitted excitation on the pulsation of leaflet of 
Desmodium. Line below indicates duration of transmitted excitation. Note 
the gradual removal of inhibitory effect on cessation of stimulation. 


(VII) Effect of Chemical Agents on the Response of 
Contractile Tissue. 

For this investigation a series of uniform responses is first obtained 
under uniform stimuli. After the application of the given agent, 
another series of responses is once more obtained under the same 
stimuli as before. The variation of amplitude of response then gives 
an indication of the excitatory or depressing action of the agent. The 
plant is intensely susceptible to the impurities present in the air. The 
vitiated air of the town has a very depressing effect. According to 
popular science, what is death to the animal is supposed to be life 
for the plant; for does it not flourish in the deadly atmosphere of 
carbonic acid gas ? The record (fig. 15) shows that, instead of flourish¬ 
ing, the plant gets suffocated just like a human being. Note the gasp 
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of relief when fresh air is introduced. Only in the presence of sunlight 
is this effect modified by photosynthesis. In contrast to the effect of 
carbonic acid, ozone renders the plant highly excitable. Sulphuretted 
hydrogen, even in small quantities, is fatal to the plant. Chloroform 
acts as a strong narcotic, inducing a rapid abolition of excitability. 
The ludicrously unsteady gait of the response of the plant (fig. 16) under 
alcohol could be effectively exploited in a temperance lecture ! The 
record (fig. 17) is in the nature of an anticlimax, where the plant has 
drunk (pure water !) not wisely but too well. The gorged plant is seen 
to have lost all power of movement. I was, however, able to restore 
the plant to normal condition by extracting the excess of liquid by 
application of glycerine. 



Fig. 15. 

Effect of carbonic acid gas. 


(VIII) Effect of Drugs on the Conducting Nerve. 

I have already described how the variation of conducting power in 
Mimosa is obtained from the automatic records of velocity of trans¬ 
mission of excitation. The arrival of excitation here is signalled by the 
sudden fall of the leaf. Investigation by method of mechanical response 
is possible in the case of the so-called sensitive plants. For ordinary 
plants the motile indicator is not available and an electrical method, 
to be presently described, has to be employed in such a case. 
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(1) Effect of Poison in the Abolition of Conduction. 

Below I give a record which exhibits the effect of poisonous reagents 
in inducing retardation and subsequent abolition of the conducting 



Fig. 16. 

Effect of vapour of alcohol. 



Fig. 17. 

Abolition of motile excitability by excessive absorption of water, and subsequent 
restoration by withdrawal of excess. 


power. In the experiments, the record of which is given in fig. 18, 
copper sulphate solution was applied locally on a portion of conducting 
petiole, 10 mm. in breadth. It must be remembered that a certain 
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time must elapse before the toxic agents will get access to the con¬ 
ducting tissue in the interior by absorption. The effect of the toxic 
agent will thus be. increasingly effective with time. Record (1) in the 
figure shows the normal record for transmission of excitation to a 
distance of 30 mm., the successive dots representing intervals of 
01 second. Record (2) was taken after twenty minutes’ application 
of the copper sulphate ; the transmission period is seen to be prolonged, 
indicating growing depression of conductivity. Record (3) was taken 
forty minutes after the application. The transmitted effect is seen to 
be completely blocked by the action of the poison. In order to show 
that the absence of response was due not to the abolition of motile 
excitability of pulvinus, but to the block of conductivity in the petiole. 



Fig. 18. 

Effect of copper sulphate solution in the retardation and final arrest of con¬ 
duction. 1, normal record; 2, retardation after twenty minutes’ application; 
3, arrest after forty minutes ; 4, record of direct stimulation. 


a fourth record was taken under direct stimulation, which proves that 
the motile excitability of the leaf had remained unimpaired. 

It is interesting to note that the abolition of conducting power takes 
place quicker under the action of poisons which are more virulent. 
Thus under the action of potassium cyanide solution the conducting 
power was abolished in a period of application as short as five 
minutes. 

(2) The Conductivity Balance. 

For demonstrating the universality of nervous conduction in plants 
I have experimented on isolated conducting tissue of ordinary plants. 
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the method of investigation being electrical. And for this purpose 
I have .devised a new method of extreme delicacy, known as the 
Method of Conductivity Balance. An isolated conducting strand of the 
plant is taken and stimulus applied about the middle. Excitatory waves 
travel along both arms of the balance through the conducting regions 
to the right, and also to the left, and induce excitatory electro-motive 
effects at two responsive points. The excitatory electrical effects at 
these points are opposed, and when they are equal they balance one 
another, the resulting galvanometric indication being reduced to zero. 
Exact balance is produced by bringing the stimulator nearer one of the 
two responsive points. In order to study the influence of an agent on 
conductivity, we first take a balanced record, and then apply the given 
reagent on a short length of the conducting arm, .say, to the right. 



Fig. 19. 

Record of effect of dilute solution of N%CO, on variation of conductivity. 
Record commenced with exact balance; reagent applied on right arm at 
moment marked by arrow. Note immediate enhancement of conductivity 
giving rise to up-curves, followed by depression exhibited by down-curves. 


If the effect of the agent be to induce an enhanced conducting 
power the excitation transmitted to the right will be greater, there 
will be overbalance to the right, and the response caused by the 
upsetting of the balance will be upward. But if the agent had caused 
a depression of conduction there would be an underbalance, and the 
resulting response would be downwards. In this way we can study the 
accelerating and retarding effects of various drugs on conduction of 
excitation (fig. 19). Again, we can compare the relative effects in 
conductivity-variation brought about by different agents, which are 
applied simultaneously, the record giving us a continuous graphic 
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illustration of the relative and varying effects of the two, one on the 
arm R, the other on L. 

We may similarly compare the conductivity and excitability changes 
induced by the same reagent. 

(IX) Effect of Drugs on the Pulsation of Rhythmic Tissue. 

In studying the effect of chemical agents in the form of gases and 
liquids, automatic records of pulsation are first taken under normal 
conditions, and the gases and vapours subsequently introduced into the 
plant chamber, or the liquid agent applied internally or externally. 
Internal application may be secured by forcing in the solution at the cut 
end of the petiole by means of hydrostatic pressure. 

As regards the action of ether, the effect of very diluted vapour is 
generally to induce a transient exaltation, followed by depression and 
arrest of pulsation. If the leaflet be subjected to strong vapour and if 



Fig. 20. 

Arrest of pulsation of Dcsnwdium under ether; restoration of pulsation on 
blowing off ether. The arrow indicates the time of application. 


the application be prolonged the arrest is apt to be permanent. But if 
diluted vapour be employed and fresh air substituted immediately after 
the arrest, then there is a slow revival of pulsation (fig. 20). The effect 
of chloroform is similar to that of ether, its reaction, however, being 
far more toxic ; a slight excess in the application is attended by a 
permanent arrest of pulsation. 

This and numerous other reactions exhibit the remarkable similarity 
in the effect of various chemical agents on the animal and vegetable 
tissues. A very striking characteristic is the antagonistic reaction of 
acid and alkali on the animal heart. Application of very dilute acid 
induces in the heart an atonic reaction, in consequence of which there 
is brought about an arrest of pulsation in the relaxed or diastolic 
condition. The action of dilute alkaline solution is the very reverse of 
this—namely, a tonic contraction and arrest in systole (figs. 21 and 23). 
I find these effects repeated in an astonishing manner in the pulsation of 
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Fig. 21. 

Arrest of pulsation of the heart of frog in diastole by the action of dilute 
lactic acid (Gaskell). Record to be read from right to left in this and following 
figures. 



Fig. 22. 

Arrest of pulsation in Desmodiuvi in diastole by the action of dilute lactic acid. 



Fig. 23. 

Arrest of pulsation of heart in systole by the action of dilute NaHO (Gaskell). 



Fig. 24. 

Arrest of pulsation of Desrnodimn in systole by the action of dilute NaHO. 
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Desmodium. The internal application of dilute solution of lactic acid is 
seen to induce an arrest in a state of diastolic relaxation (hg. 22). The 
application of dilute NaHO solution, on the other hand, induces exactly 
the opposite effect—i.e., an arrest at systole (fig. 24). 

(X) Modifying Influence of Dose. 

Another striking result that came out in my investigations on plant 
reactions is the modification of effect brought on by the strength of the 
dose. Thus, a poisonous reagent which caused depression or death was 
found to act as a stimulant when administered in minute quantities. 

As regards application of electrical current in medical practice, it is 
assumed that Pfliiger’s law, that it is the kathode that excites and anode 
that causes depression, is universally applicable. I find, however, that 
here, too, the strength of the current is a very important determining 
factor. Though the application of the anode causes depression with 
moderate currents, the reaction is conjpletely reversed when the 
intensity of current exceeds a certain limiting value. 

The very great importance of the influence of intensity on the 
character of reaction was exhibited in a still more striking manner in 
my investigation on enhancement or depression of nervous conduction. 
The application of positive polar force induced, as we have seen, an 
enhancement, and the negative force a depression, in the conducting 
power, culminating in its complete arrest. But the result was subject 
to great modification dependent upon the intensity of the force. When 
the positive force was gradually increased, the conducting power was 
also increased till it reached a critical point; beyond this there was 
produced a complete reversal. The force which had hitherto caused 
an enhancement now caused a profound depression when carried 
beyond the critical point and finally brought about arrest of conducting 
power. The application of a negative force also led to a similar cycle 
of change. The increasing intensity caused enhanced depression; 
beyond a critical point the effect was reversed into increased conductivity 
above the normal. It will thus be seen that want of knowledge of the 
critical factor may bring about a result exactly the opposite of what 
was intended. 


(XI) The Molecular Cycle. 

We have seen how two precisely opposite results may be brought 
about by an identical drug or by an electrical current, owing to the 
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varied strength of application. There is, however, still another obscure 
factor which creates great perplexity. A given agent may cause a 
certain effect on one individual and an altogether different effect 
on another—“ what is one man’s meat is another man’s poison.” 
This difference is considered in some mysterious manner to be due 
to the varied constitutions of the individuals. As a concrete example 
I may cite the different reactions given by three batches of seedlings 
primarily similar. These were kept for some time under three distinct 
conditions and afterwards subjected to the action of a given dose of 
dilute poison. The first batch succumbed to the poison immediately; 
the second struggled- for a time against it, recovered and exhibited a 
moderate rate of growth afterwards. But the third batch was actually 
stimulated by the poison and demonstrated this by invigorated growth! 

Why should we find this difference ? We must remember that the 
living tissue is not merely a mass of inert matter, but is a complexus 
of matter and energy held latent. The tissue may thus exist under 
widely different conditions, according as to whether it has been 
rendered active by the stimulating influence of its environment or 
reduced to a state of lethargy through being deprived of this. The 
source of stimulus here referred to includes every cause, internal or 
external, which brings about excitation. From the normal state of 
vigour the condition of the tissue may, according to circumstances, 
be carried to two opposite extremes—the state of inanition through lack 
of stimulation, and the state of exhaustion through excess of stimulation. 
Between these two extremes are numerous gradations of tonic condition 
in the living tissue, these being determined by its past history; and it 
is impossible to predict what the answering reaction of the organism 
will be unless we know the exact position of the tissue in the scale of 
tonicity. 

How, then, are we to obtain some measure of this obscure interna) 
condition ? There are two conceivable ways in which this could be 
attempted. One, by the study of outward posture or appearance of 
the organism; and second, by the character of its answers to testing 
shocks. 

A trained observer may be able to draw his inferences more or less 
accurately from outward appearances, but with plants we can depend on 
something more definite than this rule-of-thumb procedure. In the 
most favourable tonic condition of Mimosa, for example, the leaf is held 
out at a certain angle determined by the tonic contraction of the tissue. 
When the plant is kept completely isolated from all sources of stimulation 
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it grows atonic, the tissue becomes relaxed, this being outwardly 
exhibited by the abnormally erect posture of the leaf. The plant is 
brought once more to a normal condition when subjected to the action 
of stimulus, the leaf once more occupying its normal outspread position. 
Under further stimulation the contractile movement reaches a limit, 
and when stimulation is carried to excess, the contractile movement 
of fall is reversed into erectile movement of relaxation. If we had 
attached a recording lever we should have found a complete curve 
traced, something like this;— 


C 



Pio. 25. 

Characteristic cyclic curve showing growing contraction brought about by 
increasing stimulus from atonic A to C through subtonic B ; subsequent 
reversal under over-stimulus ; D moderate, E excassive fatigue. 


In the study of this curve it should be remembered that, on account 
of the method of record employed, the up-movement of the leaf is shown 
by the descent of the curve and vice versa. These outward manifesta¬ 
tions are the expressions of internal molecular change of a physico¬ 
chemical character, and the cyclic curve representing the varied 
conditions of the tissue I shall refer to as ,the Cyclic Molecular Curve. 

It will be seen from the diagram that a point in the ascending has 
a corresponding point in the descending curve. From this we can 
see how liable we are to draw a wrong inference from exclusive 
reliance on outward appearance or posture; for example, the parallel 
relaxed positions of A and E may have been brought on by two 
diametrically opposite conditions—i.e., extreme atonicity as at A, 
over-fatigue as at E. In order to restore the tissue to the normal, 
the aim should be to bring it to the optimum condition C. For 
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this, diametrically opposed treatments are necessary, depending on 
the question of whether the tissue is at A or E condition. If it 
be at A stimulation is necessary, if at E rest or sedative treatment. 
But if we mistook E for A and applied further stimulation, the 
case would have ended fatally through extreme exhaustion, while the 
other mistake would have been equally unfortunate for the plant, which 
would have met an untimely end through excessive inanition. 

Turning next to the second method by which the changing condi¬ 
tion of the tissue may be found from the progressive modification of 
replies to a testing stimulus, it is extremely interesting to find that 
corresponding to the molecular cycle which has been referred to, there 
is a concomitant cyclic variation of response. In fig. 26 I have given 



Fig. 26. 

Typical responses under different molecular conditions, A, B, C, D, and E. 

the characteristic responses of the tissue under varying molecular con¬ 
ditions typical of A, B, C, D, and E. I may say here that these results 
have been verified by experimenting on various kinds of tissues, the 
methods of investigation employed being so different as the electrical 
and the mechanical. 

In describing the changes of response corresponding to changes in 
the molecular condition of the tissue, I shall for the sake of simplicity 
designate all normal response by contraction or by galvanometric 
negativity as the negative response; its converse—i.e., response by 
relaxation or galvanometric positivity—will be termed positive response. 
Beginning with the case of extreme sub-tonicity corresponding to the 
N—3 
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point A in the cyclic curve, we find a maximum variation from the 
normal, the response being abnormally positive. Continued stimulation 
improves the general tone from a condition of ^•elaxation to a growing 
tonic condition and converts abnormal positive to normal negative. 



Fig. ‘27. 

Record showing effect of stimulus modifying tonicity. Growing relaxation 
or atonicity arrested by stimulus at thick dot. After-effect of this induced 
moderate contraction. Subsequent stimuli gave rise to staircase increase in 
response. 



Fig. 28. 

Staircase increase of response in B stage. 


In fig. 27 stimulus applied at the thick dot is seen to arrest growing 
relaxation in an atonic specimen of Mimosa, After this, successive 
stimuli give rise to staircase response. At the phase corresponding 
to B, the condition of sub-tonicity is moderate; stimulus removes the 
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inertness and confers on it an increasingly better tone. Hence the 
characteristic response at this stage is a staircase enhancement 
(fig. 28) culminating in the optimum condition C (fig. 29). The 
highest point of the molecular cycle is thus reached. Further 
stimulation, strong and long continued, completes the other half of 



Fig. 29. 

Uniform response in C condition. 



Fig. 30. 


Exhibition of fatigue in the D stage. 

the cycle, now of descent. During this descent the response at first 
undergoes a change from negative to less negative; that is to say, 
there is an appearance of fatigue (fig. 30). Again, under excessive 
stimulation the response may decline to zero, or even undergo a 
reversal to abnormal positive. As in the characteristic curve so also 
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in the series of responses, the two halves of the cycle are strangely 
alike, one being as it were the reflection of the other. The cycle begins 
with extreme snb-tonicity due to lack of stimulation and ends with 
exhaustion brought on by excessive stimulation. The starting point 
of the one may be supposed to meet the end of the other in a common 
fatality. But though the one half thus mimics the other there is, as it 
were, a polar difference between the two, by reason of the difference in 
their past histories, necessitating treatment which must be diametrically 
opposite according as the tissue happens to occupy the beginning or 
end of the cycle. 

Thus it is clear that the progress of medicine may be greatly facili¬ 
tated when the attention of investigators is drawn to the importance 
of the molecular aspects of the phenomena with which they have to 
deal. Thus in examining the action of drugs a threefold question is 
seen to rise. It must first be determined what is the nature of the 
reaction induced by the given agent under normal conditions. The 
second matter of inquiry is what is the critical dose above and below 
which opposite effects are brought about ? And finally, as the nature 
of the response is profoundly influenced by the position which the 
tissue then occupies in the curve of molecular cycle, it follows that the 
most important element in the application of a curative agent will be 
in the determination of the place of the tissue in the cyclic curve. 

I have given, this evening, accounts of various experiments which 
seem to bring tbe plant much nearer to us than we ever thought. We 
find that it is not a mere mass of vegetative growth, but that its every 
fibre is instinct with sensibility. We find it answering to outside 
stimuli, the responsive twitches increasing with the strength of the 
blow that impinges on it. We are able to record the throbbings of 
its pulsating life, and find these wax and wane according to the life- 
conditions of the plant, and cease with the death of the organism. We 
have seen how the whole plant is made one by conducting threads, so 
that the tremor of excitation initiated in one place courses through the 
whole; and how this nervous impulse, as in man, can be accelerated or 
arrested under the several actions of drugs and poisons. In these and 
many other ways the life-reactions in plant and man are alike: and 
thus, through the experience of the plant, it may be possible to alleviate 
the sufferings of man. 
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Sir Heney Mobris expressed his giieat appreciation of Professor Bose’s 
lecture and invited discussion, but before the discussion began he wished to 
call the attention of the Fellows present to the fact that they had with them 
a number of their Belgian confreres. He felt sure that it would be the wish of 
the Society to give these gentleipen a very hearty welcome, and to express to 
them the high appreciation the profession, in common with all His Majesty’s 
subjects, felt for their heroic nation, and the deep sympathy they all felt 
for the terrible sufferings they had borne at the hands of their barbaric 
invaders. 

Dr. Philippe : Monsieur le President, Mesdames et Messieurs,—C’est de 
cosur 6treint d’une profonde Emotion, qu’au nom des m^decins beiges r^fugi^s 
k Londres je prends la parole pour remercier de tous les 61ans de notre coeur 
reconnaissant I’illustre Soci6t4 Boyale de M6decine. La grande faveur que la 
c61^bre compagnie accorde k nos confreres, en nous re 9 evant avec I’insigne 
honneur de cette stance, restera grav6e dans nos coeurs, et nous prions encore 
Monsieur le President, Mesdames et Messieurs, d’agr^er ici le t6moignage de 
notre infinie gratitude. Quelle consolation pour nous, au moment oh la plus 
aflfreuse d^tresse 6treint notre malheureuse patrie, de trouver au sein de votre 
8oci6t6 comme un coin de notre foyer familial oh les coeurs anglais battent k 
I’unisson des notres. L’admirable 61an de ghn6rosit6 de votre noble pays a 
trouv6 toutes les d^licatesses ; car aprhs avoir ofifert k nos compatriotes 
I’hospitalit^ la plus touchante, voici que vous apportez k mes confreres, plus 
^prouv^s peut-htre par I’absence de toute action intellectuelle que par les 
privations mat^rielles, le pain de la pens4e, qu’ils iront cueillir dans vos 
bibliothhques merveilleuses et les laboratoires que votre confraternity id^ale met 
k notre disposition. Monsieur le President, Mesdames et Messieurs, jamais la 
Belgique n’oubliera les chaleureux sentiments d’altruisme que la Grande- 
Bretagne lui a montrhs en ces abominables et tragiques joumhes. Quand 
notre pauvre patrie broy^e se redressera, croyez-le bien, chers amis et allihs, la 
Belgique lavhe des infames souillures de I’ytreinte germanique, saura recon- 
naltre solennellement, dans un ylan d’infinie gratitude, la rhception inoubliable 
que votre admirable pays a reserve k ses enfants, ycras^s peut-htre aujourd’hui^ 
mais boujours invaincus. 

Sir Lauder Brunton : Mr. Chairman, Ladies and Gentlemen. — I am 
sure we have all listened with very great interest and profit to Professor 
Bose’s admirable exposition of his wonderful experiments. Personally, I think 
perhaps my pleasure is all the greater because just fifty years ago I made some 
experiments upon the movements of plants myself, but the crudeness of those 
experiments compared with the refinement and accuracy of Professor Bose’s 
makes one feel that within the last fifty years the physiology both of plants and 
animals has become practically a new science. My attention was attracted to 
the effect of drugs upon plants when I learned in 1863 that the late Sir James 
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Simpson had found that chloroform given quickly to a sensitive plant would cause 
the leaflets to shut up and the leaf to fell in consequence of . the irritation, just as 
chloroform given in the same way to a person would probably cause irritation 
and struggling. But if chloroform were given very gently to a sensitive plant 
it seemed to produce no irritation at all. The plant remained apparently 
absolutely unafifected, but on giving it a gentle stroke it was no longer sensible 
to the stimulus, just as a patient chloroformed in the same way would go quietly 
over without struggling, but would become insensitive to pain. For a number 
of years, practically no important advance was made in our knowledge of the 
movements of plants, until 1874, when Sir John Burdon Sanderson^ observed 
that the sudden closure of the leaf in Venus’s fly-trap was accompanied by 
electrical changes similar to those that occurred in muscle. In 1882 he gave 
a fuller description of his work in a lecture to the Royal Institution, republished 
in his memoir. He there showed the existence of a latent period, of trans¬ 
mission of stimuli in the plant, and of a special irritability in some cells. The 
transmission of stimuli had been previously explained by the passage of fluid 
from one part of the leaf to another, and in 1882 Douglas Cunningham* showed 
that the cells in Mimosa were very porous, so that such passage was very easy. 
Almost simultaneously, however, Walter Gardiner* showed that there was 
continuity of protoplasm between the cells, a kind of protoplasmic network 
which might act as a conductor of stimuli. Sanderson says in his lecture, 
“ Everyone who looks at a sensitive plant or the fly-trap is led to exclaim 
‘ If it had nerves we could understand it.’ ” This was my own view fifty years 
ago, and I find that in an essay “ On the Movements of Plants,” which I wrote 
in 1865, a year after I had begun to experiment upon them, I said, “ When 
I began to write this essay I had the inclination to the belief that plants as 
well as animals have a nervous system, but I now think that if they do possess 
something analogous to it, it is very different in kind.” I think that although 
Professor Bose has spoken of the transmission of stimuli in Mimosa as 
nervous, he uses the term colloquially to explain his meaning, just as he has 
sometimes used the term muscular in this lecture when speaking of the pulvinus. 
For he himself has measured the time required for the transmission of stimuli 
and has shown that in Mimosa it is about 20 or 30 mm. per second, whereas 
in the nerves of animals it is about 27 metres per second—i.e., a thousand 
times as quick in nerves as in the plant—so that although there is great 
similarity in the effects, the time required is very different, and in the plant 
the conduction-time is more nearly allied to that of partially differentiated 
protoplasm, like the bundle of His and Stanley Kent in the heart, than to that 
in ordinary nerves. 

Professor Bose’s experiments on the curious resemblance between the 
movements of Desmodium gyrans and the heart are entirely new and very 

' “Sir John Burdon Sanderson: a Memoir,’* Oxford, 1911, pp. 190, 191, 195. 

“ Douglas Cunningham, Pr.oc, Roy, Soc., 1882, xxxiv, p. 268. 

^ Walter Gardiner, Proc, Roy, Soc., 1882, xxxiv, pp. 174, 272. 
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striking indeed; but more remarkable still, I think, is his extraordinary 
widening of our conception of life and of sensitiveness, not only extending it 
to plants which have no power of movement, such as cabbage or carrot, but 
even in some of his other writings to inanimate things. He seems really to 
show the correctness of some of the very old views of the universe to which 
we have attached, of late years, but little importance. In Kingsley’s 
“ Hypatia,” the hero talks of the earth as being sensitive and feeling when the 
ploughshare is dragged over its surface; but a still wider conception is that of 
St. Paul, who extends the idea of sensation to the whole universe when he says, 
“For we know that the whole creation groaneth and travaileth together in 
pain until now.” 

Professor Bose himself would trace the idea much farther back in the 
world’s history than the time of St. Paul, for in a lecture on stimuli which he 
gave at the Boyal Institution in 1901 he said, “ It was when I came upon 
the mute witness of these self-made records and perceived in them one phase 
of a pervading unity that bears within it all things—the mote that quivers 
in ripples of light, the teeming life upon our earth, and the radiant suns that 
shine above us—it was then that I understood, for the first time, a little of 
that message proclaimed by my ancestors on the banks of the Ganges thirty 
centuries ago. They who see but one in all the changing manifestations of 
this universe, unto them belongs Eternal Truth—unto none else, unto none 
else.” 

I think that both from what he has shown and what he has suggested 
Professor Bose’s experiments are most remarkable and open up a field of 
knowledge and conjecture such as almost amounts to an introduction into 
a new world. 

I have very great pleasure indeed in moving a hearty vote of thanks to 
him for his admirable lecture. 

Dr. Lees : I have much pleasure in seconding the vote of thanks which 
has been so eloquently moved by Sir Lauder Brunton. We are grateful to 
Professor Bose for the instructive and suggestive lecture to which we have 
listened, and for the demonstration by which it has been illustrated. He has 
given us much food for thought. He has shown us that the fundamental 
processes of life revealed to us in the animal by the science of physiology can 
also be detected in the plant, that Death is as definite an event in the vegetable 
as in the animal, and that in both there is a mysterious connexion between Life 
and electricity. Thus we are brought to the conception of the essential unity 
of Life in all its very varied developments, in the simplest vegetable organism 
and in the most highly organised animal. And when we remember the 
modern electrical theory of the Matter on which Life is continually operating, 
we begin to understand the importance of the electrical accompaniments of 
Life. Professor Bose has proved to us that the plant, like the animal, 
has its nocturnal sleep; that it can exhibit evidence of fatigue, which can be 
removed by a temporary rest; and that it is susceptible to the influence of 
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drugs. Of special interest is his demonstration of the opposing action of acid 
and of sodium bicarbonate on the vegetable tissues, which he has shown to be 
analogous to the opposing action of these drugs on the heart of the frog, as 
demonstrated by Dr. Gaskell many years ago, and illustrated by their action 
in disease in the human subject. In every case of acute and subacute 
rheumatism the left ventricle is dilated by the action of the acid toxin 
generated by the rheumatic diplococcus, and the influence of large doses of 
sodium bicarbonate in diminishing this dilatation and increasing the tone of 
the ventricular wall is an important fact in therapeutics. It is even more 
remarkable that in at least one plant a rhythmic pulsation of leaflets, analogous 
to the automatic pulsation of the animal heart, can be observed, and that 
Professor Bose finds this rhythmic pulsation in the plant susceptible to 
external influences just as is the automatic pulsation of the heart of a frog. 
Does not this throw a new light on that fundamental fact of animal physi¬ 
ology, the cardiac pulsation, which is one of the earliest developments of foetal 
life, beginning before the muscular or nervous structures of the heart have 
been differentiated ? We desire to express our thanks to Professor Bose for 
the trouble he has taken in coming so far in order to give us this demonstration 
of the results of his scientific investigation. 
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An Address on Wound Infections; and on some New 
Methods for the Study of the various Factors which 
come into consideration in their Treatment. 

By Colonel Sir A. E. Wright, M.D., F.E.S.' 

There are a number of quite elementary problems which must be 
solved before we can arrive at any really effective treatment of wound 
infections. A very brief consideration of the facts will bring us face to 
facelwith the questions to which we have to find an answer. 

Evolution op Wound Infections. 

In this war practically every wound is heavily infected. The chain 
of cause and consequence seems to be as follows : The clothes and skin 
of the soldier on war service become contaminated with all manner of 
filth containing pathogenic organisms and spores; the projectile takes 
these in with it, and it implants them far beyond the reach of any 
prophylactic applications of antiseptics. 

A cultivation medium is now provided by the blood and lymph 
which are poured out into the track of the projectile; and we find in 
the wounds—I have in view here wounds examined immediately after 
arrival from the front — a mixed infection of a streptococcus with 
microbes derived from the faeces. This faecal infection is a special 
outstanding feature in this war. 

Among many species of intestinal microbes which have been found 
in wounds, two have a quite special importance. One is the gas- 
phlegmon bacillus, or Bacillus aerogenes capsulatus of Welch—a large 
Gram-staining, anaerobic and actively gas-forming microbe. It is found 

* A Consulting Physician to the Expeditionary Force. (From the Research Laboratory 
attached to No. 13 General Hospital, Boulogne-sur-Mer.) 
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both in inhltrated superficial wounds and in deep wounds, and is 
particularly abundant in the frothy and offensive faecal-looking dis¬ 
charges which anaerobic wounds furnish. The other is the tetanus 
bacillus. This is more rarely encountered, and is also much less abun¬ 
dant in the discharges. Sometimes, however, it may show up in every 
field of the microscope. 

The presence of the streptococcus and these two faecal microbes 
makes the first period of the wound infection—the period of imprisoned 
discharges—a specially critical time for the patient. During this the 
streptococcus may invade the tissues, and set up cellulitis or, more 
rarely, erysipelas. Or the tetanus bacillus may find opportunity to 
grow out and manufacture its poison and induce tetanus. Or the 
bacillus of Welch may make its way into the body and set up a gas- 
phlegmon in the region round about the wound, and an obstructive 
gangrene in the distal portion of the limb. Or, again, the bacillus of 
Welch and the streptococcus may join forces, and may in conjunction 
produce the gas-phlegmon or cellulitis. 

As soon as a free outlet has been provided, and aerobic conditions 
have been established in the wound, its bacterial flora changes. The 
ordinary pyogenic infection, which has up to this been in abeyance, 
now gains the upper hand, and instead of an “ infection of the 
imprisoned discharges," or, as the case may be, an infection of tissues, 
we have now an “ infection of the granulating wound surfaces, and of 
the flowing discharges." The chief bacterial agents here at work are 
the streptococcus and staphylococcus, and Bacillus proteus. 

This pyogenic infection may, after lapse of time, subside—the wound 
healing up when this occurs; or the mixed infection may narrow itself 
down to a streptococcic infection and become chronic, the wound in 
this case remaining open indefinitely in the form of a discharging sinus. 
Or, lastly, when there is an obstructed outflow, the infection may go 
from bad to worse until the patient succumbs to continued suppuration 
and septicaemia. 

Some Fundamental Considekations in regard to Treatment. 

Those are, in very brief summary, the facts with regard to the 
evolution of wound infections, and I would venture, in passing on to 
discuss with you their treatment, to remind you that the ideal we ought 
to approximate to is the healing of the wounds by first intention —that 
is, without sensible interference by bacterial infection; and that so far 
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are we from the attainment of that ideal that nearly all our wounded 
are suffering from bacterial infections; that very many are ill of these 
infections; and that not a few are, through these, in danger of their 
lives. 

We have at our disposal for the treatment of these wound infections 
three distinct therapeutic measures. Let me enumerate them in the 
order in which they would naturally suggest themselves to you. 

First in that serial order would come treatment by antiseptics. 
After this would come what I propose to call treatment by physiological 
methods —I mean procedures such as the opening and draining of the 
wound—which bring the antibacterial powers of the blood to bear on 
the infecting microbes. And lastly would come the reinforcement of 
the antibacterial powers of the blood, that is, treatment by vaccine 
therapy and similar methods. I believe it is really above all question 
that of these three the second is beyond all comparison the most 
important, and I would submit that—all loud talk about antiseptic 
treatment notwithstanding—this is at best an ancillary method of treat¬ 
ment. And of course the same applies also to treatment by vaccines. 

Let me also here suggest to you another quite fundamental con¬ 
sideration. It is this : It will be clear that we cannot apply physiological 
treatment aright, nor can we use any antiseptic or vaccine to best 
advantage in wound infections, unless we first understand the physio¬ 
logical processes going on in the wound. We do not understand these 
yet even in outline. 

It will therefore be necessary to address ourselves to the task of 
discovering what goes on in the wound and of following up its biological 
evolution. And the only way of doing this will be to formulate to 
ourselves in clear terms the questions which want answers; then to 
consider how to set to work to get our answers—for merely looking at 
the wound will not help; and finally to take cognisance of the results 
which the experimental methods I am about to describe to you have 
already yielded. 

Our first question can be formulated thus:— 

(1) Can the microbes which are found in icound infections live and 
multiply in the unaltered blood fluids ? 

In other words, if I take pyogenic microbes from the wound and 
implant these into the normal undiluted serum, will they multiply in the 
serum and give me a satisfactory culture ? If we are going to carry out 
this experiment, and to carry it out repeatedly, and deal with a number 
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of^different bloods; and if we are going to cultivate directly from the 
pus, we shall evidently have to work in capillary tubes with very 
minute quantities of pus and very small quantities of undiluted serum. 
The technique which I have arrived at for fulfilling these requirements 
is a very simple one. I may call that technique the wet-ioall method. 

Method op making Cultivations of Pus in Serum, by the 
Wet-wall Method. 

The first step in the procedure is to make, by the technique I 
described in my book on “ Technique,” ^ a graduated series of dilutions 
of pus, using for this purpose any indifferent diluting fluid, and arrang¬ 
ing the successive dilutions on a slide in the form of a series of drops 
(fig. 1, slide 1). I then take in hand a clean capillary pipette fitted 
with a teat, make a mark upon the stem, and then draw up into it 
a series of unit volumes of serum, one unit volume of serum for every 
dilution of the pus. This done, I commence with the highest of these 
dilutions—that is, the one containing the smallest number of microbes 
—and draw it up into the stem of the pipette, stopping off exactly at 
the fiducial mark (fig. 2). I then expel this column, leaving, of course, 
as I do so, the walls wet with a quantum of microbial suspension— 
a quantum which would correspond roughly to that which would be left 
on the outside of a platinum wire of similar stoutness dipped into the 
suspension. I now expel from my capillary tube my first volume of 
serum—this in passing over the wet wall will take up its charge of 
microbes—and I receive this as it issues on to a clean slide. I repeat 
these manipulations with the next lower dilution of pus and the next 
unit volume of serum, and so on, until I have implanted my series of 
volumes of serum with my series of bacterial dilutions. At the end I 
find myself with a series of drops of serum containing graduated charges 
of microbes, ranged in order upon a slide (fig. 1, slide 2) ; and I have 
in my hand a pipette which is contaminated up to the point indicated 
by my fiducial mark. I get rid of this contaminated segment of my 
capillary stem by resecting this just above the fiducial mark, and I now 
proceed to draw up into my pipette, separating off by bubbles of air, the 
whole series of drops of serum, beginning with that implanted with the 
fewest microbes. After sealing up the distal end of the pipette, and 
closing the butt end by bringing it down upon a bed of plasticine, the 
pipette is placed in the incubator. After an interval of six to twenty- 
four hours it is taken out, and the series of unit volumes are now, for 


* “ Technique of the Teat and the Capillary Glass Tube,” Constable, London. 
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purposes of microscopic examination of culture, expelled from the 
pipette in the order in which they have been taken up—that is, in 
succession from the lightest to the heaviest implanted. This is effected 
by cutting through the proximal end of the stem of the pipette and 
then the distal end, and afterwards luting the latter air-tight into the 
truncated end of the pipette. The luting is done by rolling a little 
plasticine into a ball, pressing the capillary stem into this pellet as we 
hold it between finger and thumb, doubling over the plasticine round 
the stem; and then invaginating the capillary stem, thus cushioned, into 


Slide I. 



Pig. 1. 

Slide I; Graduated dilutions of pus arranged on slide. Slide II: Volumes of 
serum implanted with the above dilutions of pus. 



Fig. 2. 


Capillary pipette filled with five unit volumes of seriun and one unit volume 
of the last dilution of pus. 

the neck of the pipette. We can now with a teat expel our series 
of unit volumes of serum on to a slide, obtaining them in the serial 
order which avoids the contamination of the lighter implanted with 
the heavier implanted. 

Method op making Anaeeobic Cultures in Capillary Tubes. 

When we desire to make anaerobic serum cultures we do not employ 
the capillary pipette used for the original implanting operations as a 
receptacle for our series of serum cultures, but employ instead a separate 
capillary cultivation tube for each unit volume of serum. The capillary 
cultivation tubes here in question are made as follows': We take a 
portion of capillary stem, say some 8 cm. long, draw it out at one end 
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in the flame of a by-pass into a hair-fine tube, and then break it off, 
leaving a certain length of throttle attached. We now introduce the 
other end of the capillary stem into the flame of our Bunsen, and let 
gravity bend it round into a siphoning curve. 

Taking one of these capillary cultivation tubes we bring down the 
siphon end upon our drop of serum (fig. 3, a), and let this run in, after¬ 
wards tilting the tube so as to take in, as a rear-guard, a good-sized 
dividing bubble of air. This done, W'e fill into our tube, by siphonage, 
from watch-glasses placed conveniently to hand, first a small quantity 
of pyrogallic acid, and then, without dividing off, a small quantity of 
caustic soda (fig. 3, b and c). We now further incline the tube, and 
let the contained fluids gravitate down towards the distal end until the 
serum begins to enter the throttle. At that point we arrest it by sealing 
the tip, and we finally also seal up the butt end, leave the mixed 
pyrogallic acid and caustic soda to do their work and absorb all the 
oxygen from the dividing bubble air (fig. 3, d). 

Serum cultures made by this method furnish a very striking and 
uniform result. We obtain in the cultures implanted with the higher 
dilutions of the pus a pure culture of the streptococcus, and in the 
cultures more heavily implanted with the pus the streptococcus mixed 
with a certain number of other microbes : in particular, a few staphylo¬ 
cocci and an anaerobic wisp-like diphtheroid bacillus which often is 
abundant in pus, being found both intracellularly and extracellularly. 
All the other pyogenic microbes appear to be inhibited in undiluted 
normal serum, and when they put in an appearance it is only after fairly 
heavy sowings with pus, and comparatively late. 

Out of these facts would come what we shall presently see to be 
a practically important classification of pyogenic microbes—a classifi¬ 
cation into, on the one hand, serophytes; and, on the other, sero- 
saprophytes. The serophytes would be those which, presumably 
because they find their foodstuffs ready made in the blood fluids, are 
at home there, and can, in the absence of phagocytes, grow and multiply 
there w'ithout restraint, or practically without restraint.* The sero- 
saprophytes would be those which cannot grow and multiply in the 
blood fluids until a change—which we may, pending nearer investigation, 
call simply a degenerative change—has passed over those fluids. 

What holds true of the blood fluids themselves might perhaps 


' I introduce this qualifying clause because I have on several occasions found the serum 
of the infected patient to give cultures of streptococcus with a planting of his pus much 
smaller than that which was required to give a culture in the serum of a normal man. 
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justifiably be assumed to hold true also of the lymph which pours into 
the wound. None the less, it will be well specially to investigate this 
point. 

(2) Does the lymph tohich pours into the xoound provide a favour^ 
able nutrient medium for the microbes which have been growing in 
that wound / 

To pose this question is already to go a long way towards getting 
an answer to it; for we can, by the aid of a very simple device, obtain 
the lymph from the walls of the wound. I employ for this purpose 



Pig. 3. 

Method for making anaerobic cultures in capillary tubes. 


what I may perhaps call a lyviph leech. This consists, as you see, of 
a small glass tube. It is sealed up at one end, drawn out at the other 
in the form of a nozzle, and is furnished with a lateral mouth with a 
raised rim—the whole being very easily made out of a piece of glass 
tubing, or small test-tube. To the nozzle we fit a piece of fairly thick 
walled rubber tubing, and this is blocked at the end with a piece of 
glass rod. When we want to obtain the exudate from a wound we 
bring down the lateral opening of the lymph leech upon a granulating 
surface, and then, transfixing the rubber tube with the needle of a 
hypodermic syringe, we draw out the air and make a negative pressure 
(fig. 4). It will be appreciated that the lymph leech is in principle 
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merely a small cupping glass, and that it will, by means of the vacuum 
we establish in it, hold on tight for whatever period may intervene 
between dressing and dressing, and furnish an exudate free from all 
contamination with residual pus left behind in the wound. We can 
now proceed to compare the fluid in the cavity of the leech with the 
fluid in the wound outside; or, in connexion with work on antiseptics, 
to compare the contents of leeches applied respectively to treated and 
untreated surfaces in the same wound. 

And lymph leeches also can be put to other uses. We can introduce 
for this purpose with a syringe any fluid we may select into the lymph 
leech, and investigate the effect that fluid exercises upon transudation 
and emigration. Again, where the nature of a deep-lying infection of a 
mucous or other surface remains uncertain, the application of a lymph 
leech might clear up the difficulty. We can also, in the case where we 
are testing the effect of a vaccine upon a wound, take to our aid the 
lymph leech. For the effect of a vaccine would probably show itself in 
the exudate in the cavity of the leech long before it would manifest itself 
in the outside wound. And, lastly, the application of a lymph leech to 
the site of inoculation might, perhaps, help to resolve the problem as to 
whether or no protective substances are then developed. 

But it will be realised that for us—at the moment—what is of 
chief interest is the comparison of the fluid in the cavity of the leech 
with the fluid in the wound outside. 

When, after washing out a heavily infected wound with an antiseptic 
or simple saline solution, we apply a lymph leech to the walls, and then 
at the next dressing compare the contents of the lymph leech with the 
fluid outside, we think at first that there must be some mistake. 
Outside we have an opaque exudate presenting all the ordinary 
physical characters of pus containing leucocytes in all stages of 
degeneration, and swarming with all manner of pyogenic organisms. 
Inside we have a transparent and slightly blood-stained exudate 
containing streptococci in practically pure culture, and in addition a 
few leucocytes, all of which are actively phagocytic. Except in this 
latter respect, we have, in fact, identically the same result as when 
we made our thin implantations of pus into normal serum. 

The problem now stares us in the face—W’hat is it that makes 
all this difference between the contents of the lymph leech and the 
contents of the wound ? How has the lymph, which gives in the cavity 
of the lymph leech only a culture of streptococcus, been converted in the 
wound outside into a fluid which is ideally favourable to the growth of a 
great number of different species of micro-organisms ? 
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(3) What is the cause of that “ corruption of the lymph ” which 
converts it into a favourable nutrient medium for sero-saprophytic 
microbes 

The proper way to go to work upon a problem of this kind is to keep 
it unremittingly before the mind ; for then some hypothesis will in the 
end suggest itself. That found, there will invariably come to notice a 
certain number of accepted data which the hypothesis will fail to explain. 
These must then be carefully re-examined to see whether they will 
stand fast and discredit the hypothesis, or whether they also will come 
in and support it. And, finally, before launching our theory, we ought 
to think out all its consequences, and then take each of these and 
verify it. 

At any other time one would wish, before promulgating a far- 
reaching hypothesis, to have verified it at every point. But we have 



on our hands in Europe, I suppose, already two or more millions of 
wound infections, and every other consideration must give way to 
that of accelerating the researches which we must look to in order 
to guide us in treating these infections. 

I will therefore, before completing its verification, venture to put 
before you what is, I believe, the solution of the problem of the corrup¬ 
tion of the lymph in the wound. 

Let me take my departure from those facts which we were consider¬ 
ing a moment ago, relating to the culture of pyogenic microbes in the 
blood fluids. You will remember that I suggested in connexion with 
serophytic microbes that these must find all the food materials they 
require ready formed in the blood fluids; and in connexion with 
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sero-saprophytic microbes, that for these no nutrient substances would 
be available until the albuminous substances of the blood had undergone 
some sort of preparatory transformation. 

I conceive that that transformation could come only by a digestive 
process. Now, supposing this to be so, there would come into account 
a counteracting influence in the serum. For we have there an anti- 
fermentative, or, as we usually style it, an antitryptic element, 
which would directly counteract any digestive element which 
might be struggling to come into operation. And it is clear that 
microbes which were dependent for their sustenance upon the products 
of digestive action could establish themselves in the blood fluids only on 
condition that this antitryptic influence was overborne. 

This hypothesis furnishes, as it seems to me, an explanation of 
certain striking facts relating to the cultivation of microbes on blood 
fluids, and to bacterial infections. It, as it seems to me, explains the 
finding that heavy sowings of microbes into serum are effective in giving 
cultures, while light sowings are not only ineffective, but lethal to the 
implanted microbes. For it would be only natural that the resistance 
offered by the antitryptic power of the blood should be overborne by 
the mass effect of a number of microbes operating upon a restricted or 
—and this would come into consideration in localised infections—a 
mechanically isolated quantum of blood. And, again, it would be only 
natural that the mass effect of a large volume of antitryptic serum 
would effectively quench the digestive activities of a very few microbes ; 
and also, I think, in accordance with what we know, that microbes 
deprived of access to foodstuffs should perish of inanition. 

Our hypothesis would also make intelligible, in connexion with 
infections by sero-saprophytic microbes, that frequent and heavy sowings 
into the blood should be required before a septicaemia can supervene 
upon a local infection. And again our hypothesis makes it compre¬ 
hensible that there should be serious difiBculty in obtaining haemo-cultures, 
even when the microbes have gained a footing in the blood-stream. 

And, lastly, our theory brings home to us that, in considering the 
defence of the body against bacterial infection, we have to take into 
account not only active defence in the form of phagocytes and bacterio- 
tropic substances which make a direct attack upon micro-organisms; but 
also passive defence —that is, protection against infection obtained by 
preventing microbes converting to their uses the nutrient substances of 
the blood fluids. 

These, however, are general considerations with applications far 
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beyond the sphere of wound infections, and we must return to the 
particular problem of the corruption of the lymph in the wound. 

When, after treating a wound with antiseptics and leaving it clean, 
we find it a very few hours afterwards teeming with microbes, we are 
in presence of something which, in my view, urgently stands in need 
of explanation ; for our findings both in the lymph leech and in serum 
cultures made with the wet-wall method from pus would seem to teach 
us that the sowing of microbes left behind cannot be nearly heavy 
enough to produce the voluminous culture found in the wound, nor 
yet to account for the rapidity with which the sero-saprophytes have 
started to grow. And, moreover, upon consideration it will appear that 
another powerful factor must constantly come into operation in the 
wound. The factor in question is the tryptic ferment which is elaborated 
in the phagocytes and which is, when these break up, discharged into 
the surrounding medium. This tryptic ferment will come into operation 
under two different conditions. It will come in whenever a residue 
of pus—for this would contain free trypsin—is left behind in, or after¬ 
wards makes its way into, the wound. Trypsin will again come into 
account whenever, after the washing of the wound, leucocytes once 
more begin to emigrate, and phagocytose, and break down. 

I see in the reduction of the antitryptic power of the lymph thus 
effected the prime cause of its corruption. Before attempting to obtain 
confirmation of this from crucial experiments, there was a set of findings 
to be cleared up. I had found in connexion with pus implantations made 
into serum that when this was heated to 60° C. for ten minutes one 
no longer obtained the same differential growth of streptococcus as with 
unheated serum ; but obtained instead mixed cultures of streptococcus 
with sero-saprophytes, in particular staphylococcus and the wisp-like 
diphtheroid bacillus already made mention of. It seemed at first sight 
as if this could not possibly be related with a reduction in the antitryptic 
power of the serum ; for it has, in view of the high quality of Opie’s work 
on this question, been generally accepted from him that the antitryptic 
power of the serum is unaffected by exposure to heat until a temperature 
approaching the coagulation point of serum is reached. In reality, how¬ 
ever, when this is re-investigated quantitatively,' it emerges that the 

' The quantitative method here employed was in essentials that described in my “ Tech¬ 
nique of the Teat and the Capillary Glass Tube.” It was varied only in the respect that the 
series of trypsin, serum, and calcified milk mixtures, which are employed in that method, 
were taken up, not into a many-stemmed pipette, but into a long, unmounted, wide-bored 
capillary stem, which had, for the purpose of convenient filling in, been bent round at one 
end in the flame of a Bunsen into a siphoning curve. 
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antitryptic power of the serum is reduced by one-third to one-half when 
we subject the serum to a temperature of 60° C. for ten minutes. 

That difficulty having been removed out of the way of our hypothesis, 
we may proceed to take cognisance of the results of the crucial test 
experiments—experiments in which graduated additions of trypsin are 
made to serum as a preliminary to the implantation of sero-saprophytic 
microbes. The outcome of these experiments can be summed up in 
a sentence. When we add trypsin in quantities sufficient to reduce 
appreciably the antitryptic power, but insufficient to give us any free 
trypsin, the serum is converted into an eminently favourable nutrient 
medium for sero-saprophytic microbes. 

Our hypothesis is thus very strikingly confirmed. It will be necessary 
hereafter to follow it into all its consequences. For the present it will, 
however, suffice if we ponder on the fact that the antitryptic power 
of the blood would appear to be increased in every case of severe wound 
infection. We have, perhaps, here a defensive reaction of the organism 
directed against a possible invasion of the blood by sero-saprophytes. 
And we may perhaps look in this direction for an explanation of 
the non-specific benefit which has been observed to follow upon the 
inoculation of bacterial vaccines. It is clearly not impossible that 
the inoculation of a bacterial vaccine might contribute both to active 
and passive defence—to the active defence of the body against a 
particular microbe by calling forth a production of specific bacterio- 
tropic substances, and to the general passive defence of the organism 
by calling forth a production of antitrypsin. And these two forms of 
immunising response would not necessarily be linked together. The 
production of specific bacteriotropic substances would no doubt depend 
upon the quantum of bacterial antigen incorporated; while the pro¬ 
duction of antitrypsin might perhaps depend upon the breaking down 
of phagocytes and the liberation of their trypsin. 


What are the Factors which Influence the Emigration of 
White Blood Corpuscles into the Wound ? 

I pass now to consider yet another subject-matter—the emigration 
of leucocytes into the wound. I need not labour the point that this 
is a factor which may determine the issue of an infection; nor need 
I point out that it behoves us to acquire a control over the movement 
of leucocytes, and then to turn this to account, as the case may be, by 
activating or restraining emigration. 
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Broad foundations for our work have, as you know, already been 
laid by the brilliant researches of Metchnikoff. But it was with 
Metchnikoff always a question of experiments in vivo —that is, of 
experiments carried out under conditions which cannot be sufficiently 
simplified to give quite unambiguous answers. And we require for 
the elucidation of our problems and for all detail work connected there¬ 
with, absolutely simple crucial experiments, such as can only be made 
in vitro. 

The line of thought which I have followed In elaborating a 
laboratory method for the study of the phenomena of emigration is 
the following: The leucocytes in extravascular blood are known to 
retain their emigrating power. A difficulty, however, when we are 
working with extravascular blood, will beset our observations, inasmuch 
as we have not at disposal such a containing membrane as the capillary 
wall. We are, in fact, in dealing with extravascular blood, confronted 
with a situation similar to that which would be encountered in observa¬ 
tions in vivo if the capillary walls were to give way and we had to 
make observations on emigration in a portion of tissue which was 
flooded out by red corpuscles. 

I had hoped at first to be able to circumvent this difficulty by taking 
advantage of the fact that when clotting occurs the red blood corpuscles 
become enclosed in a meshwork of fibrin, after the manner of fish in 
a net. But all my efforts to make the fibrin meshwork take over the 
office of a containing membrane were defeated. No matter how tenderly 
the clot was treated the meshes of. the net broke, and haemorrhage 
from the clot interfered with the observations. 

A second difficulty also presented itself. When in the living body 
white corpuscles emigrate into connective tissue it is possible to register 
their travel because they move forward through a retaining meshwork. 
It would not be possible to do so if they merely passed out into fluid, to 
be afterwards carried hither and thither by every chance convection 
current. Exactly the same applies to the extravascular blood. The 
emigrating leucocyte must be provided with some sort of scantling to 
move forward upon, and come to rest in. 

After a time I alighted on a method which satisfies the two afore¬ 
mentioned experimental requirements, and which, as I think, provides 
all that is required for a quantitative estimation of emigration. Let 
me first tell you the general lines upon which the method proceeds, 
and then set out the details of the technique. 
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Peinciple op the Method employed foe making Obseevations 

ON Emigeation. 

The principle of the method is as follows : We fill in a capillary 
tube with blood from a prick in the finger, immediately place the 
capillary tube in the centrifuge, and centrifugalise until we have carried 
down all the corpuscles. W^e have now in the upper half of the tube 
a plasma which has been completely freed from all formed elements; 
and in the lower fialf of the tube, at the bottom, the red blood corpuscles 
intermixed with a certain number of polynuclear white blood corpuscles; 
and above this a layer made up predominantly of white blood corpuscles 
—these last in the front ranks consisting almost exclusively of small 
and large mononuclears. The blood now clots. And this gives in the 
upper half of the tube a clot consisting of fibrin without any formed 
elements—let us call this the white clot —and in the lower half of the 
tube a clot—let us call this the red clot —which holds all the corpuscles 
in its meshes. When a chemotactic stimulus now comes into applica¬ 
tion from above, the white blood corpuscles will come out from the red 
clot and will travel upwards through the meshes of the white clot— 
afterwards maintaining their positions so as to allow of our making 
measurements and enumerations. We will now pass to the details 
of the technique. 


Details relating to Appaeatus and Peogeduee. 

With regard to apparatus, all that is required is a supply of flat 
capillary tubes. By using flattened capillary tubes we obtain a thin 
clot, which can more easily be examined under the microscope. 

We make these tubes—and they may conveniently be called emigra¬ 
tion or chemotactic tubes—either out of a small test-tube, or out of a 
length of fairly wide-bore glass tubing. We heat this in the blow¬ 
pipe flame until it becomes very plastic; then making a sharp out¬ 
ward turn with the right wrist, bend the tube round through a right 
angle, giving it the proper flattened conformation: and then draw out 
into a long flat capillary stem (fig. 5, a). We cut this through at 
the point where it begins to lose its flattened conformation: and so 
leave attached to the next segment a sufiBcient length of tube to take 
hold of when we go to work upon it. When a suflicient number of 
Ijengt^ ‘of •fl^tene^ stem have been provided, we cut these up into 
§Vgmefits*bf abont.’Q:(y^».jn length; arrange them side by side after the 
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manner of a palisade ; and then with our glass writing pencil rule two 
lines across the face of our tubes. The first of these lines ought to fall 
somewhere in the middle. It is to serve as a fiducial mark for filling 
in the blood from the finger. The second line, which may conveniently 
fall at a point to about i or | cm. to the end of the tube, is to serve as 
a fiducial mark in filling in the chemical agent whose effect we are to 
study. 

The tube may now be used just as it is; or we may before using it 
furnish it with a siphon curve by bending it round at the level of our 
second fiducial mark. We do this by taking up each tube separately, 
holding it horizontally, and then passing it rapidly to and fro through 
a small by-pass flame. The action of gravity will then, as soon as the 
glass softens, bend round the tube for us (fig. 5, b) . 



Fig. 5. 


Method of making emigration tubes, a, method of giving the flattened conformation to 
the capillary stem; B, method of bending the tube round to form an elbow. 


Method of using the Emigration Tubes, and bringing the 
Chemotactic Agent into Application. 

The emigration tube is first filled in up to the midway point with 
blood drawn from a puncture in the finger. In the case where we 
employ a bent tube this is done by letting the blood flow in through 
the siphon curve. 

The chemotactic agent can now be brought into application in 
three different ways. 

(1) It may simply be superimposed upon the clotted blood. This 
is done by using a filiform pipette, made by heating the stem of an 
ordinary capillary pipette in a small by-pass flame and drawing out, 
while with a rubber teat we apply internal pressure to prevent the walls 
of the hair-fine tube collapsing. Considered as a method for bringing 
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a chemotactic agent into immediate application, this method falls short 
in the respect that the chemical has to diffuse down through the whole 
white clot before it comes into operation. In view of this, the method 
does not lend itself to the institution of any comparisons between 
normal blood and anaemic blood. For the experimental conditions are 
not comparable when our chemotactic agent has, in the one case, to 
diffuse through a length corresponding to half the column of blood; 
and, in the other case, through a length which may amount to nine- 
tenths of that column. 

(2) The second method of bringing the chemotactic agent into 
application is that of superimposing the chemotactic agent upon the 
unchtted blood (fig. 6, B and c). Having filled in a curved emigration 
tube up to mid-point mark with blood, we tilt the tube so as to take in 
a dividing bubble of air; then fill it up as far as the elbow with the 
chemotactic agent; and then, after sealing up the distal end of the 
tube, proceed to centrifuge. This method is applicable, in particular, 
when we are working with bacterial suspensions; for while the watery 
suspending fluid remains, by reason of its lighter specific gravity, on the 
top, the microbes are, by virtue of their higher specific gravity, carried 
down into the plasma to be embedded in the white clot all the way 
down to the leucocytic layer. 

(3) The third method is the method of traversmg (fig. 6, D and e). 
In employing this we may use either a straight or a bent emigration tube. 
We fill in, first, with our column of blood ; follow on with the dividing 
bubble of air; and then, making use of the forerunning column of 
blood to serve as a brake, fill in up to the fiducial point with the chemo¬ 
tactic agent. ‘ Finally, we seal up that end of the tube which has served 
as an inlet, and place the tube in the centrifuge. 

Our chemotactic agent will now traverse the column of blood and 
take up a position at the top, leaving behind it in the plasma traces of 
whatever chemical it holds in solution. That this is what actually 
happens can be shown by employing, in place of a colourless chemo¬ 
tactic agent, a solution of methylene blue, or simple water. This last, 
when it follows on after a column of blood and dissolves the red blood 
corpuscles which this leaves in its wake, will come out at the top 
coloured with haemoglobin. 

The traversing procedure will be applicable in the case where we 

* In practice the procedure of traversing is to be carried out exactly as here described. In 
the illustration fig. 6, d, in order to convey the idea of traversing to the eye, the chemotactic 
agent precedes instead of following the column of blood. 
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want to bring into operation chemical agents, and especially applicable 
where we want to bring such agents into instant application. 

When we are working with a series of tabes, as will practically 
always be the case, it will be well to place each, as soon as it is filled, 
into iced water or ordinary cold water. The backets of the centrifage 
will serve as convenient receptacles. After centrifagalisation the emi¬ 
gration tabes are placed in the incabator, according to circamstances, 
for from three to twelve hoars or more. While in the incabator the 
tabes may conveniently be placed apright—that is, With the white clot 



ABODE 

Fio. 6. 


Method of adding chemotaotio fluid to blood, a, curved emigration tube, 
empty, b, tube fllled in with a column of blood, a dividing air bubble, and 
then, as far as the elbow, with a bacterial suspension, c, tube after centri- 
fugalisation ; the bottom of the tube is occupied by the red clot, and the inter¬ 
mediate portion by the white clot and implanted bacteria ; at the top is the 
watery menstruum in which the bacteria were suspended, d, tube filled in for 
traversing; in the lower portion of the capillary stem is the chemotactic agent; 
in the upper part the column of blood, s, tube after centrifugalisation ; the 
bottom of the tube is occupied by the red clot, and the intermediate portion by 
the white clot, containing traces of the chemotactic agent; at the top the 
watery menstruum containing the bulk of this agent. 

uppermost—in plasticine. They may also be laid on their sides, tilted 
a little upwards. The inverted position is to be avoided ; for when we 
invert our tubes we bring down into the white clot a shower of red 
corpuscles which block emigration and also obscure the view. 

A—2* 
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Method of bringing the Emigration Effect into View and 
TAKING Cognisance op the Besui/ts. 

When all we want is to get a general idea of what is going on in 
the tubes, we can obtain this' by introducing the unopened tube into an 
observation cell. A very simple form of observation cell can be made 
by placing small pellets of plasticine upon each of the four corners of 
a microscopic slide, covering in with another slide—allowing a little over¬ 
lap—and then filling into the interspace either water or some more 
highly refractive fluid, such as glycerine or oil. By observing in such 
a cell we bring in view not only the leucocytes which have emigrated 
into the white clot, but also those which have escaped into the inter¬ 
space which may develop between the clot and the walls of the capillary 
tube.^ 

For all purposes of quantitative observations we blow out ® our clots 
into water; wash carefully so as to remove leucocytes adhering to their 
exterior; and then mount them on a slide. We then, after cutting ofif 
the surplusage of red clot, fix by drying, and stain for a few minutes in 
Kiihne’s methylene blue freely diluted. The specimens are examined 
first, dry or in water, under a low-power objective, and afterwards in 
oil under an immersion. 

> Attention may, in connexion with this, be called to facts which have an importance and 
a useful application in medicine, which happen to have also an importance and a useful 
application in connexion with the emigration method here under consideration. The facts 
1 have in view are as follows; The blood of a person suffering from chilblains, or any other 
manifestation of a lowered blood coagulability, will, on centrifugalisation, generally fail to 
give the kind of white clot we require for our emigration experiments—that is, one that is 
firm and non-contractile. This condition of things can be remedied by the exhibition of 
calcium salts, or, as the case may be, by appropriate additions of these salts made to the 
blood when filling our capillary tubes. 1 would in connexion with this emphasise that we 
have here brought into clear view what is really the material factor in connexion with the 
effect exerted by calcium salts in the blood. And I may perhaps be permitted to point out, in 
connexion with my own work on calcium as an agent for promoting and citric acid as an 
agent for diminishing coagulability (BHt. Med, Joum., July 29, 1893, and July, 1894, 
Lancetf January 18, 1896, and January 80, 1897), that while what I have said with reference 
to the clinical effects exerted has been, I believe, universally confirmed and accepted, what 
I have said with respect to the effects of the coagulability of blood in vitro has been traversed. 
This stands, as I believe, in relation to the fact that the laboratory workers who have 
repeated my work have employed methods which took into account rapidity, but left out of 
account firmness, of coagulation. It will now, I hope, by adopting the method of centri* 
fagalising, and watching the effect exerted upon plasma which has been disembarrassed of 
corpuscles, be possible to arrive at unanimity in these matters. Finally, I may direct 
attention to the fact that what comes into vie^v in centrifuged, is seen also in uncentrifuged 
blood. When we make to this appropriate additions of calcium salts we obtain, as I long 
ago pointed out, a firmer and non-contractile clot. 

* This is done by the same technique as described in connexion with the wet-wall method 
(see p. 45). 
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General Considerations relating to the Movements of 
White Blood Corpuscles. 

Before passing to consider the question how it will be possible to 
arrive at a quantitative expression for the leucocytic movements induced 
by a chemotactic agent, it will be well to take a general survey of the 
things that present themselves to view in every emigration tube. 

We have to take into account in connexion with white blood 
corpuscles two kinds of movements. There is, on the one hand, a 
process of wandering at large; and, on the other hand, a directed 
movement—that is, a movement along some particular axis—^under¬ 
taken under the direction of a chemical stimulus. We may call the 
first kind of movement an eleutherotropic movement. The second is 
usually known as a chemotactic —I prefer to call it a chemotropic — 
movement. It is, of course, the latter, not the former, kind of move¬ 
ment which we are here primaiily concerned to study. For clearly it is 
the chemotactically directed movements of the leucocytes towards the 
bacterial focus, and not their wanderings at large, which come into 
consideration in any conflict against infection. 

None the less, a word may be said, about eleutherotropic movements. 
One finds in every specimen of blood which has been simply centri- 
fngalised and placed in an incubator, always a certain wandering at 
large of the leucocytes—in particular, the mononuclear white blood 
corpuscles, which have been tightly packed together by the action of 
the centrifuge, and are ranged at the top of the red clot, leave their 
ranks and wander out into the adjacent regions of the white clot. The 
polynuclear leucocytes also are affected by eleutherotropic wandering. 
They come out from the hinder ranks of the leucocytic layer, and also 
from deeper down in the red clot, and wander free. In our observa¬ 
tions we leave out of account all those leucocytes that have wandered 
outside the white clot. W'e regard them as having run to waste. 

A further point which claims attention in connexion with emigration 
is the nature of the emigrating leucocytes. 

Ordinary eleutherotropic emigration is predominantly mononuclear, 
this being probably accounted for by the fact that the white blood 
corpuscles which are ranged up along the line which divides the red 
from the white clot are almost all mononuclear. In chemotactic 
emigration we have either a differential emigration of polynuclear white 
corpuscles, or a mixed mononuclear and polynuclear emigration in 
which either the one or the other of these varieties of leucocytes may 
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predominate. In all such mixed emigrations the polynuclear, pre¬ 
sumably because they are faster of foot, overtake the mononuclear 
leucocytes and pass on and occupy the more distal portion of the field 
of emigration. 


Method of arriving at a. Quantitative Expression respectively 
FOR “ Compact ” and “ Dispersed ” Emigration. 

A quantitative expression for the emigration movement which takes 
place in a capillary tube can be arrived at in two ways. When we are 
dealing with a compact emigration (fig. 7, B )—that is, where the field 



Pio. 7. 


Clots from emigration tubes blown out and mounted. A, no emigration; 
B, compact emigration ; C, dispersed emigration; -D, method of dividing up 
the clot for enumeration ; bacterial colonies coming up only in portion 
of clot which has not been reached by the emigrating leucocytes. 


of emigration is quite closely packed with leucocytes—we have simply 
to measure the area of that field, or (and this answers the purpose per¬ 
fectly well) the length of clot occupied by the emigration; and we 
may conveniently measure it in terms of microscopic fields. In such 
measurements we take off from the base-line furnished by the distal 
border of the cone of leucocytes which occupies the base of the white 
<;lot. This represents the original leucocytic layer converted, by the 
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contraction of the fibrin, into a cap covering the upper end of the 
red clot. 

When, as will happen when a longer time has been allowed for the 
wandering out and dispersion of the leucocytes, we have before us a 
dispersed emigration (fig. 7, C), it will no longer suffice simply to 
measure the distance the leucocytes have travelled into the clot. It 
now becomes necessary to enumerate the emigrating cells. Employing 
first a low-power lens, we bring the upper edge of the cap of leucocytes 
to the extreme edge of our field of view. Then turning to our oil 
immersion, we bring this down upon the central portion of the low- 
power field, and make a count of all the leucocytes which lie within its 
purview—when necessary helping ourselves out in our count by intro¬ 
ducing into the diaphragm of our eyepiece a cover-glass divided up by 
light rulings, made with a glass writing pencil. Having obtained in 
this way a value for the emigration in an arbitrarily selected portion of 
the first microscopic field, we go back to our low-power objective and 
move our specimen along until the objects on the extreme distal margin 
have been carried right across the field, and now lie just out of view on 
the other side. The further steps in the procedure are now simple 
repetition. 

What are obtained by this method of enumeration are, of course, 
only arbitrary figures, and it will be realised that the comparative 
values arrived at will be strictly accurate only where we are employing 
clots of similar thickness. 

SUBVEY OF THE DaTA WHICH THE METHOD HAS ALREADY GIVEN. 

We may now pass on to consider some of the data that the method 
has already given. White blood corpuscles will move out in any direc¬ 
tion towards a chemotactic substance. They will, however, emigrate 
more freely downwards than horizontally, and more freely horizontally 
than upwards. 

Anaerobic conditions are more favourable to emigration than aerobic 
conditions. Leucocytes will travel out farther in the direction of a 
chemotactic substance when we absorb the oxygen in the tube with 
caustic alkali and pyrogallic acid and seal, than when we leave the end 
of the tube open to the air. 

Leucocytes emigrate more abundantly in tubes standing at a tem¬ 
perature of 40° C. than in tubes standing at 37° C. They do not 
emigrate at temperatures of 10° to 16° C.—the temperature which 
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prevailed on our laboratory bench. After exposure to temperatures of 
0° C. for periods of half to one hour they emigrate apparently as freely 
as before. 

Emigration apparently goes on unaffected in the presence of ether. 
It is abolished or suspended in an atmosphere of chloroform. 

Physiological salt solution—brought into application either by 
traversing, or by superimposing it upon the clotted or unclotted blood— 
induces a very vigorous emigration of polynuclear white blood cor¬ 
puscles. Weaker salt solutions induce a less vigorous emigration, and 
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Fio. 8. 

Extreme limit of emigration, showing phagocytes attacking 
streptococcus colony. 


water again a less vigorous. Strong salt solutions—for example, 5 per 
cent, salt solutions—suppress emigration. 

It will be appreciated in connexion with these and all findings 
obtained by this method that they do not tell us the effect of reagents 
acting in the specified dilutions directly upon leucocytes, but only the 
effect of these reagents operating from a distance. In other words, 
our experiments do not furnish information as to what would be the 
effect of bringing the chemical agents in the specified concentrations 
directly in relation with the capillary wall. 

Bacterial suspensions which have been sterilised by heating evoke, 
according to the dilution in which they come into application, quite 
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different effects. The general rule applying to bacterial suspensions 
would seem to be as follows: Concentrated suspensions usually com¬ 
pletely suppress emigration. Ten or hundred fold diluted, they evoke 
vigorous emigration. When we employ progressively higher dilutions 
we arrive in time at a point when the effect is exactly the same as 
that of the particular fluid which we are employing as a diluent. 

Normal bloods tested with one and the same series of bacterial 
suspensions exhibit quite different degrees of chemotropic sensibility. 
Chemotropic sensibility, not alone to bacterial suspensions hut also to 
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Pia. 9. 


Phagocytosis of streptococci towards extreme limit of emigration. 


physiological salt solution, is very strikingly modified in the case of 
patients suffering from bacterial infections. This also applies to 
persons inoculated with streptococcic vaccines. In five out of six 
men, inoculated with such a vaccine and examined both before and 
afterwards, the emigrating response to streptococcus was very strikingly 
increased subsequently to inoculation. In the case of one man it was 
diminished. 

Besults somewhat similar to those obtained with dead cultures are 
obtained with suspensions of living microbes (streptococci and gas- 
phlegmon bacilli), but here the prolonging of the incubation period 
may strikingly alter the situation. 
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What generally happens may be summed up as follows: When, by 
superimposing and centrifuging, a heavy sowing of microbes has been 
implanted into the unclotted blood, the colonies come op all along the 
white clot, and emigration into this is completely checked. Where 
only a moderate implantation of microbes has been made we have in 
different parts of the clot different results: Bacterial colonies develop 
freely in the distal area of the clot which is not invaded by emigration. 
In the intermediate region—that is, in the region where the microbes 
can grow out before the leucocytes arrive—one sees with the low-power 
objective areas specially crowded with leucocytes—these are in point 
of fact colonies which are being broken up and dispersed by invading 
leucocytes (fig. 8)—and with the oil immersion one sees that every 
leucocyte in these crowded masses is taking up microbes, and that there 
is also in all this region of the clot plentiful phagocytosis of scattered 
microbes (fig. 9). In the base of the white clot—that is, in the area 
where emigration has occurred earliest and most vigorously—one finds 
absolutely no trace of microbial growth. 

The appearances which have just been described correspond, of 
course, to a period of conflict. This conflict is generally at its most 
interesting phase in tubes which have been incubated from three to six 
hours. When we come later—for instance, after twelve or more hours 
—the conflict is over. We then find either that the white corpuscles 
are masters of the field and the microbes have disappeared, or else that 
the microbes have invaded the whole clot, and that this crumbles away 
as soon as it is blown out into water. There can be little doubt that 
the crumbling away of the clot, and the overrunning of the blood with 
microbes, are due to the digestion of the fibrin, and to the corruption of 
the blood fluids by trypsin set free from the disintegrated leucocytes. 

Experiments such as these just outlined, in which living microbes 
are brought into application on blood, provide, in point of fact, a 
valuable test method. They tell us the resultant of the chemotropic 
sensibility of the leucocytes, the opsonic power of the blood fluids, the 
digestive capacity of those phagocytes which come into action, and of 
the antitryptic and, where such comes into account, the bactericidal 
power of the blood fluids. We are, in fact, furnished with something 
like a complete evaluation of the antibacterial powers of the blood.^ , 


* It will be observed in connexion with tests thus conducted with centrifuged blood that, 
if we leave out of regard the centrifugalisation, they are in all essentials the same as the 
pliagocyto-hactericidal tests with freshly drawn uncentrifuged blood which I have already 
described {“ Vaccines and Drugs in Pneumonia/’ Constable, 1914). 
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There is still one element left out of account. The method here in 
question does not tell us anything as to whether or no there are 
bacterial poisons in solution in the blood fluids of the infected man. 
But this is a question which can be separately investigated. I have 
tried to find the answer by traversing normal bloods with serums 
derived from patients suffering from septicsemic infections. And I have 
by this procedure obtained in a series of cases what appeared to be a 
definitely chemotropic emigration. 

All that has been recounted above is, of course, only a very small 
beginning. But I think we may be confident that the method for the 
study of emigration which has here been proposed will resolve important 
problems in connexion with infection generally, and also—and this is 
what specially concerns us here—some of the problems in connexion 
with wound infections which are now urgently pressing for a solution. 

In the matter of general problems of infection it would, I think, be 
possible, by implanting bacteria into blood in combination with chemical 
agents which would respectively promote and hinder emigration, to 
resolve for each particular bacterial infection the question as to whether 
it is the leucocytes or the blood fluids which come most into considera¬ 
tion a.s destructive agencies. That problem once resolved, we should 
know whether we ought, in the infection in question, to direct our chief 
efforts to increasing the efficacy of the blood fluids or to modifying the 
chemotropic sensibility of the leucocytes and encouraging emigration. 

Again it looks as if it might be possible by very simple experiments, 
to resolve the problem as to why in gonorrhoea, and also in other surface 
infections, the purulent discharge is suddenly arrested when the microbes 
succeed in invading the blood-stream, or establishing themselves in an 
articulation or elsewhere in the interior of the body. It would seem 
possible (for something of this kind would seem to occur in septicaemias 
supervening on wound infections) that we may be dealing here with 
a paralysis of the emigrating powers of the leucocytes. Or, again, it is 
possible that in these cases emigration may be simply suspended by a 
redistribution of the chemotactic forces. In other words, the cessation 
of the external discharge may simply mean that there is now in the 
blood a bacterial poison; and that this chemotactic element, acting 
upon the leucocytes as a vis a tergo, counterbalances the vis a fronte of 
the chemotactic substances produced by the bacteria on the external 
surfaces. 

In connexion with the particular problems of wound infections we 
may hope at no distant date to come into possession of information 



66 Wright: Wound Infections 

which will enable us to activate or restrain, according as the one or the 
other may approve itself the better policy, the emigration of leucocytes 
into the wound. And we may hope also to determine in connexion with 
every antiseptic or other solution which is brought into application in 
a wound, whether it promotes or hinders emigration. 

Finally, let me point out—for everything that concerns bacterial 
vaccines concerns the treatment of wound infections—that experiments 
on emigration will almost certainly resolve a number of important out¬ 
standing questions in connexion with vaccines. They ought very easily 
to resolve the question as to what is the best excipient for a vaccine— 
whether a menstruum which would restrain emigration, or one like 
physiological salt solution which would call forth a vigorous emigrating 
response at the point of injection. And lastly—and this would be one 
of the most important applications of observations on emigration—we 
ought to be able to 'determine what is, in the case of each bacterial 
vaccine, the dose which will induce the earliest possible and the most 
effective determination of phagocytes to the focus or foci of infection. 

We may, with such new knowledge as we have acquired from the 
experimental methods I have described, now revert to the consideration 
of those three ways of combating wound infections enumerated earlier 
in this discourse. It will be remembered that these were: Treatment 
by antiseptics, treatment by physiological methods, and vaccine therapy. 
We will take them one by one. 

Treatment by Antiseptics. 

If we adopted the Socratic method, and were to inquire of the 
first man we found engaged in washing out a wound what were the 
grounds for his confidence in the utility of the procedure, he would 
probably make some such answer as the following: “ I know that 
the antiseptics which I am bringing into application are agents which 
directly kill and inhibit the growth of microbes. There is no other 
agency known which would be competent to do the bactericidal work 
that these antiseptics do in the wound. And, again, it is everybody’s 
knowledge that Lister, by introducing his antiseptic treatment, extir¬ 
pated those septic infections of wounds which before the advent of his 
method devastated the surgical wards of every hospital.” 

And if we were to push our question further, and ask of the 
surgeon to what particular end and object his procedures were directed 
—whether it was the sterilisation of the wound; or the killing off of 
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a large proportion of the microbes or the imposition of a check upon 
the survivors; and if we were further to ask, whether the particular 
antiseptic in the particular strength in which he was employing it 
could be relied upon to achieve the end in Iview; we should prob¬ 
ably be told that, supposing that the antiseptic did not completely 
sterilise the wound, it would inevitably kill a large number of microbes; 
and it would probably also inhibit the growth of any survivors. And, 
inasmuch as one or other of these objects would be sure to be achieved, 
there could be no question but that advantage would accrue to the 
patient. 

We should, in short, get an answer which proceeded upon at least 
one erroneous premiss, and which betrayed loose and inconsequent 
thinking, and a reluctance to come to close quarters with the question. 
But though the reasonings of the larger part of humanity are neither 
better nor worse than this, it is not for that less necessary to take 
them into very serious account, and to do our best to correct them 
when they mislead. 

Let ns begin, since Lister is the fount and origin of all antiseptic 
treatment, with what relates to his work. Lister’s name is associated 
with two discoveries. The first of these is the discovery that we can, 
by an anticipative prophylactic application, hold off microbes from 
surgical wounds, and so avoid wound infections. The second is that 
in cases of compound fracture where the wound is already infected we 
can still, by what I may perhaps call a retrospective prophylactic ap>pli- 
cation of antiseptics, stave off the wound infection. The first of these 
is a discovery of absolutely universal application, and it will carry the 
name of Lister down to remotest posterity. The second discovery has 
reference only to a particular kind of traumatic wound, and shows that 
prophylactic applications of antiseptics can be usefully employed also in 
connexion with some wounds which are already infected. 

It is clear that neither of these discoveries finds any direct applica¬ 
tion either in connexion with prophylaxis or the treatment of the 
infections which occur in projectile wounds. 

What it is necessary to say on the possibility of preventing septic 
infection by sterilising projectile wounds can be said in a very few 
words. The principle that microbes can be held off from wounds by an 
antecedent employment of antiseptics has no application to projectile 
wounds, for these are infected before they are seen by the surgeon. 
Nor, again, is the Listerian discovery that prophylactic applications 
of antiseptics in the ordinary compound fractures of civil life can 



68 


Wright: Wound Infections 


stave off wound infection related to conditions such as obtain in pro¬ 
jectile wounds. Retrospective, or, as we may also call them, ex post 
facto prophylactic applications of antiseptics will give good results 
only when the microbes are accessible. In the case of the ordinary 
compound fracture of civil life this is the case. For here the microbes 
lie exposed on the external surface of the bone which has been thrust 
through the skin. The contrary holds for projectile wounds. Here the 
microbes are inaccessible. They have been carried down deep into the 
tissues, and lie on the inner face of a torn and ragged track; and that 
track is blocked by blood-clot and hernia of muscle. 

It is clear that the utmost that prophylactic applications of an anti¬ 
septic could under such conditions achieve would be an incomplete 
sterilisation. And an incomplete sterilisation would leave us with a 
wound infection, and in a few days with as bad an infection as before. 
Coming now to actually subsisting wound infections, we see that 
exactly the same thing would apply. We are not entitled to infer from 
the fact that the method of Lister is within its limitations an effective 
method of prophylaxis that it is also an effective method of treatment. 
That is clearly a question which must be determined as an independent 
issue. 

When we approach the question in this way we see that the first 
point which has to be determined is: What particular concentration of 
each particular antiseptic will, when applied to the wound, exert there 
a bactericidal action on the microbes ? In connexion with this we must 
beware of the fallacy of taking the figures for an antiseptic acting on 
microbes in watery suspension and seeing in these an all-round formula 
of efficacy for that particular antiseptic. 

A formula of efficacy of this kind might, of course, find a useful 
application where the sterilisation of skin surfaces and instruments was 
concerned. For here the antiseptic comes into operation on exposed 
microbes in full strength. In practically every other case the conditions 
would be entirely different. The antiseptic would have to come into 
operation in a medium which quenches its antibacterial action. 

I have recently, in dealing with internal medication by antiseptics in 
pneumonia, brought forward' an array of experiments which show that 
the quenching of the anti-bacterial power of antiseptics by the medium 
in which these come into application, is the essentially important factor 
to be considered in connexion with their therapeutic use. In particular 


“Drugs and Vaccines in Pneumonia,” Constable, 1914. 
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I have shown in connexion with drags like creosote and gnaiacol, that 
doses which would almost certainly be lethal would have to be adminis¬ 
tered before these could come into operation in blood. 

The same sort of thing holds true of pus. But here the situation 
will be different in two respects. It will be different in respect that, as 
compared with serum, pus exerts a greater quenching effect upon anti¬ 
septics. It is, if I may put it so, more antisepticotropic. This will 
prevent us taking the antisepticotropic values for the serum and apply¬ 
ing them to the pus in the wound. Again, the conditions under 
which an antiseptic comes into application in a wound will contrast 
with those which come into application in internal medication. In 
connexion with internal medication we have to take into consideration 
the quenching influence which would be exerted by the totality of blood. 
In applying antiseptics to the wound it lies with us to make the 
conditions much more favourable to the antiseptic. We can, if it is 
a question of washing out a wound with antiseptics, make the relation 
of antiseptics to pus anything that we please. And where it is a 
question of leaving an antiseptic behind in the wound for the purpose 
of inhibiting growth, we can also, within limits, lay down our own 
conditions, and make provisions which will prevent the conditions 
becoming too unfavourable to the antiseptic. 

If there are, in the published literature on antiseptics, any papers 
dealing with the investigation of the efficacy of antiseptics from this 
point of view, they have escaped my observation. I have accordingly 
in conjunction with my fellow-workers. Dr. W. Parry-Morgan and 
Dr. A. Fleming, set to work to supply the missing data. To find 
out what concentrations of antiseptic ought to be brought into operation 
in washing but a wound we took nine volumes of antiseptic to one 
of pus. To determine what inhibitory effect would be exerted by 
an antiseptic left behind in a wound we took one portion of the 
antiseptic to—as the case might be—two or four volumes of pus. 
It will be seen that by this plan of operation we conduct our experiments 
directly on the microbes and pus furnished by the wound; in other 
words, instead of dealing with any abstract question, we deal with the 
concrete question which presents itself in the particular wound infection 
which happens to lie before us. 

The general results obtained in this investigation will be separately 
set forth. At the moment it will suffice to call attention to the fact that 
when employing nine volumes of the antiseptic solution to one of pus 
from the infected wound, and leaving the antiseptic in application for ten 
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minutes, a strength of 1 in 40 of carbolic acid, and strengths of 1 in 400 
of biniodide of mercury, and 1 in 500 of tincture of iodine all failed 
to sterilise. Again, in experiments on inhibition, one volume of a 1 in 
30 dilution of lysol, and 1 in 400 of tincture of iodine, and 1 in 200 
solution of biniodide of mercury did not- avail to prevent bacterial 
growth in four volumes of pus. But I must not delay over the question 
as to what will with a particular antiseptic be the particular concentration 
required for the attainment of a particular antibacterial effect. Let us 
revert to our task of trying to bring the whole question of the employ¬ 
ment of antiseptics in wounds into some sort of proper perspective. 
It will help us to do this if we consider the following questions:— 

(1) Is there any reasonable prospect of sterilising the icotmd by an 
application of antiseptics ? 

So far as the pus which is brought into intimate contact with the 
antiseptic is concerned, it would probably be possible to sterilise this 
by methods which will elsewhere be explained. But we have in the 
wound not only pus which can be reached by our antiseptic washings 
but also pus which is locked up out of reach in blind alleys and pockets. 
And, again, we have in the infected wound not only a microbic infection 
of discharges, but also a microbic infection of the granulation tissue. 
And assuredly the really formidable difficulty in connexion with the 
sterilisation of the wound is that of getting sufficient penetrating 
power to deal with these sheltered microbes. 

Now the ordinary antiseptics which we employ in wounds have as 
good as no penetrative power, and, though it is possible to undertake 
comparative experiments, and as an interesting academic exercise to 
determine for a series of antiseptics how far their antibacterial influence 
may extend in agar or any other artificial medium, academic exercises 
like this ought not to divert our attention from the fact that there is 
not, among all the competing antiseptics, one which can penetrate into 
and sterilise the walls of an infected wound. In fact, if it were ever to 
come about that an antiseptic sterilised heavily infected wounds, that 
would be a matter to announce in all the evening and morning news¬ 
papers. Nor is it matter for surprise that antiseptics should not be able 
to penetrate into granulation tissue. Let us call to mind the fact that 
this is composed of continuous layers of cells; that the cell wall is 
a quasi-impenetrable membrane ; further, that we have in the granula¬ 
tion tissue a well-developed system of capillaries, capable of absorbing 
and carrying away any antiseptic that might penetrate: and, lastly. 
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that we have also in the granulation tissue an outflowing lymph current. 
Having realised the inefficacy of antiseptics for the purpose of sterilising 
an infected wound, let us now pass to the next question. It may be 
formulated thus 

(2) Is there, in point of fact, any ground for the confident belief 
that a reduction in the number of microbes, such as would be obtained 
by washing out the wound with antiseptics, must carry advantage to 
the patient ? 

We have realised that it is a firmly established conviction that every 
procedure which leaves behind in the wound fewer microbes would, like 
a smaller sowing of seed, sensibly Reduce the ultimate crop, and so 
sensibly advantage the patient. The bacteriologist does not see that this 
is a matter of course. He thinks not only of the sowing, but of the soil. 
He reflects that when we are dealing with a microbe which reproduces 
itself rapidly on a particular medium—let us say the typhoid bacillus in 
peptone broth—the lightness or heaviness of the sowing would after the 
lapse of a comparatively short time hardly come into account. Again, 
in the case of a microbe which multiplied itself very slowly in a par¬ 
ticular medium the sowing would, unless the incubation period were 
indefinitely extended, make very little difference to the result. Finally, 
where a microbe grows very slowly on a particular medium, but very 
rapidly as soon as this undergoes transformation, the population of 
microbes found in the culture would clearly depend less on the number 
implanted than on the time taken to convert the nutrient substratum 
from a bad into a good cultivation medium. It is, in the light of what 
has gone before, quite easy to see the application of this to the wound. 
Whether few or many serophytic microbes are left behind in the wound 
will make comparatively little difference to the number found in the 
uncorrupted lymph. For serophytes will multiply rapidly unless con¬ 
stantly kept down by phagocytosis. Again, in the same way, whether 
few or many sero-saprophytes are left behind would not make much 
difference to the number found in the uncorrupted discharge. For 
sero-saprophytes grow very badly on this medium. But the factor 
which will readily exercise a determining influence on the result will 
be the rate at which the lymph becomes corrupted. And the practical 
conclusion emerges that what is really difficult in dealing with an 
infected wound is not to thin out the microbes, but afterwards to keep 
down their numbers. We are here carried along by our train of thought 
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to the “ dressing of the wound ” ; and in connexion with this we may 
put the following question to ourselves:— 

(3) What conclusions can be drawn from the fact that frequent 
re-dressings are indispensable in connexion with the treatment of in¬ 
fected wounds by antiseptics ? 

This is one of those questions of which we realise the fundamental 
significance as soon as they formulate themselves in the mind. When 
our treatment has miscarried, and the wound has filled up again With 
pus, and this has become tryptic and has begun to digest the granula¬ 
tions and skin surfaces with which it comes into contact, and when 
bacterial poisons are being absorbed into the system, we are compelled 
to re-dress the wound. In other words, when we have been falling 
away we have to try to get back to the position which was reached at 
the previous dressing. And let us in this connexion note that it is one 
thing to be able when unsuccessful to fall back upon dressing, and to 
make of this a point of departure for trying a new way; and quite 
another thing to accept dressing as a necessary and inevitable element 
in our programme of treatment, and then not even to propose to make 
it a point of departure for a new therapeutic effort, but calmly to con¬ 
template an everlastingly repeated setting out into a blind alley, and an 
everlastingly repeated return to our point from which we started. If 
grace had been given us to see things with unsophisticated vision, it 
would be clear to us that to make constant re-dressing an integral 
and indispensable element in our programme of treatment is really as 
much of a confession of failure in the case of an infected wound as in 
a surgical operation. It is equivalent to saying that our method of 
treatment leaves the wound in a condition which makes healing im¬ 
possible. And, finally, this leads on directly to the question :— 

(4) How are tee, in view of all the above, to account for confidence 
in the utility of the antiseptic method of treatment ? 

We may here begin by emphasising that in all probability the anti¬ 
septic method, considered as a method for preventing the importation 
of foreign germs into the wound, has deserved everything in the way 
of praise that may have been said of it. For it is no doubt owing to 
the fact that antiseptic solutions have everywhere been employed for 
washing out the wounds, that there have not developed in the military 
hospitals in this war any of those graver forms of infection which in 
pre-Listerian days never failed to put in an appearance. When, how- 
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ever, we pass from prophylaxis to treatment, and from the consideration 
of the effects in connexion with the patients, taken as an aggregate, to 
the effects which manifest themselves in the individual who is under 
treatment, it is then that we come face to face with the problem as to 
how it has come about that the obvious non-success of the antiseptic 
treatment is not generally appreciated. It seems to me that this also 
must be put down to sophisticated vision and to the effects of education. 
We must remember that the practitioner of to-day has been educated 
to expect to find, within a few hours after washing out an infected 
wound with antiseptic, as much pus and as many microbes as when he 
last came to dress it. 

We now pass to 

Treatment by Physiological Methods. 

We shall do well to begin by putting quite away from us the current 
preconception that to abandon antiseptics would be equivalent to aban¬ 
doning the programme of killing microbes in the wound. A moment’s 
reflection will show that Nature has from the very beginning of things 
been bringing to bear her own antibacterial agents on infecting 
microbes; and that we have in antiseptics merely a recent substitute 
for these. Moreover, the surgeon, in treating wounds, has all along, 
though not with conscious aim, been bringing the antibacterial agencies 
of the body to bear on the infecting microbes. 

In treating a wound infection by physiological methods we have 
therefore only to follow the surgeon’s lead. But we may hope, as we 
go along, to improve upon his methods. For we shall fix our attention 
on the guiding principle which he has missed. 

The chief points which the surgeon has insisted upon in connexion 
with the treatment of infected wounds and tissues are the following: 
Where there is an abscess sac or a closed cavity containing pus, this 
must be laid open, and an outlet for the discharge must be provided—if 
possible in the most dependent part. Where an infection has spread 
diffusely in the tissues, free incisions must be made; and where these 
incisions pass through infiltrated tissues they must be carried from 
sound skin to sound skin, and all the way down to the healthy structures 
underneath, and here hot fomentations should afterwards be applied. 
Lastly—and this is one of the teachings of the present war—when 
amputating through infected tissues unrestricted drainage must be 
provided: either by leaving the wound unsutured, or (in cases of 
A—3* 
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gas phlegmon) by reverting to the mediseval method reintroduced 
by Fitzmaurice Kelly, of cutting the limb squarely across, and dispensing 
entirely with flaps.' 

Let me now try to show you that all these procedures—and it 
will not be necessary to consider them all in detail—will in the ordinary 
case bring the antibacterial agencies of the body into play. And let me 
further try to show you that when they fail to do this satisfactorily, 
they never, even when they accomplish all that the surgeon asks, do any 
effective good in combating the infection. 

I shall begin by considering the rationale of opening up the abscess 
sac. The popular explanation accounts for the utility of this procedure 
by telling ns that it provides issue for the infected discharges. But 
that is quite inadequate. For not only does the operation provide issue 
for the infected discharges, but when it succeeds it brings about the 
destruction of the microbes which are embedded in the walls of the 
abscess sac. In reality it alters the whole situation. In the unopened 
abscess the antibacterial agencies of the body are overborne by the 
mass effect of the infecting microbes. The white blood corpuscles in 
the abscess sac are paralysed, or killed ; and all the antibacterial power 
of the lymph has gone. In the abscess that has been laid open 
and emptied, the infected bacteria are overborne by the mass effect 
exerted by the antibacterial agencies of the body. Fresh antibacterial 
lymph is streaming in through the walls; and phagocytically active 
leucocytes are emigrating into the empty cavity. But for all that 
the infecting bacteria are overborne, the infection is not necessarily 
extinguished. The laying open of the abscess does not always put 
everything right. The mechanical conditions may leave much to be 
desired. It may be necessary to obtain a larger outpouring of lymph 
to wash the embedded bacteria out of the walls of the wound, and 
to prevent them accumulating in the abscess cavity and efSuent channel. 
Again, the antibacterial agencies of the body may require to be brought 
into more effective operation. It may be desirable to bring to bear 
on the microbes both a greater volume of antibacterial lymph and 
a larger force of phagocytes; or it may be proper to repress the 
emigration of leucocytes so as to prevent any breaking down of these 
in the wound. 

Now the supplementary surgical procedures which were enumerated 
above, all contribute, more or less effectively, to the accomplishment 
of one or other of these ends. 


Lancet , January 2, 1915, p. 15. 
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Drainage-tubes are devices for preventing the accumulation of 
infected discharges. But they do not really keep down bacterial 
growth in the walls of the abscess cavity. There ought to flow out 
from a wound not a pus composed of disintegrated leucocytes and 
microbes, but a lymph which is inimical to microbes, and favourable 
to phagocytic activity; and things do not begin to clear up in a 
wound till its effluent runs clear. 

Free incisions carried down into infiltrated tissues are intended 
to furnish an ample outlet. But in reality the dimensions of the 
outlet do not necessarily correspond to the superficial area of the 
incisions. In point of fact the effective outlet will in infiltrated tissues 
correspond only to a small section of that area. For the lymph 
spaces are blocked with leucocytes and fibrinous exudation. And there 
will, moreover, ooze out from the cut surfaces a highly coagulable 
lymph, which very quickly seals up any open pores. 

Hot fomentations, in addition to macerating and bringing away 
the inflammatory exudate, will induce active hypersemia, and so 
increase the outflow of lymph. 

Leaving operation wounds unsutured and dispensing with flaps will, 
as already explained, give unrestricted drainage—so far at least as the 
mechanical conditions are concerned. 

We have now arrived at some sort of a general idea as to what 
would be embraced under the term “ Treatment by Physiological 
Methods,” and we have realised that the empirical procedures of the 
surgeon furnish us with something to work with and improve upon. 

It will be taking a first step to the improvement of these methods 
if we draw up for ourselves a complete list of desiderata. We shall, in 
setting these out, have to bring them into relation with the actual types 
of wound infection which come up for treatment. 

In reality our infected wounds conform, nearly all of them, to one 
or other of two types : In the first type we have an infection of either 
the unclothed internal surface of the wound, or of the granulation tissue 
lining it. Examples of this type of infection are furnished (a) by 
recent projectile wounds whose walls are implanted with microbes; 
(6) by suppurating cavities which have just been opened up and 
evacuated; and (c) by old-standing suppurating wounds which have 
just been washed out and left clean. In our second type of wound we 
have an infection in a dry and infiltrated wall of an infected cavity and 
in the tissues contiguous to this. 

In the former type of wound infection it would be a desideratum 
A—3a* 
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to wash the infecting microbes out of the walls of the wound by means 
of a powerful outgoing current of lymph; and it would be desirable 
in connexion with this lymph that it should carry in with it into the 
infected cavity whatever force of phagocytes might be required; that 
it should furnish a favourable medium for, and directly assist, phago¬ 
cytosis ; that it should repress bacterial growth ; and that it should not 
suffer any sensible diminution of antitryptic power if, after ineffective 
phagocytosis, a certain number of leucocytes broke down in it. 

In the second type of infection, while everything that applies to 
the first type would apply, it would probably be desirable, as special 
measures, to repress further emigration of leucocytes, and to render 
the lymph incoagulable so as to prevent any stanching of the lymph 
outflow. 

For the complete realisation of these desiderata we should require 
to have at disposal an agency for powerfully increasing the outflow 
of lymph. (I propose almost immediately to show that we have this 
at disposal.) Further, it would probably be necessary to have at dis¬ 
posal—but till further research has been carried out it is impossible 
to speak with certainty on this subject—means for promoting and 
repressing emigration. And lastly, it would almost certainly be neces¬ 
sary to be in a position to increase at need not only the antibacterial 
power of the lymph with respect to the infecting microbes, but also its 
general power of repressing the growth of sero-saprophytes. This 
however, will come up for consideration in connexion with treatment 
by vaccine therapy. 

As just announced, I pass now to consider what agents we have at 
disposal for increasing the outflow of lymph. In this connexion we 
have already seen that the lymph flow from the wound can be increased 
by the application of hot fomentations. It can be increased also by 
introducing ether into the wound—the ether, like the hot fomentations, 
no doubt acting by inducing active hypersemia. 

But I think that better than either of these, because it is more 
continuous in its action, and because it renders the lymph incoagulable, 
and also perhaps because it represses emigration, is the lymphagogic 
application which I have been recommending now these many years 
back. This consists of a 5 per cent, solution of common salt, mixed 
with J per cent, of sodium citrate. This brings into play osmotic forces, 
and “ draws ” the lymph out of the walls of the wound by a vis a 
fronte. The sodium citrate is added with a view to decalcifying the 
outflowing lymph and rendering it incoagulable. 



The Boyal Society of Medicine 


77 


I may perhaps be allowed to say with regard^ to this lymphagogic 
solution—or, rather, with regard to the simple 6 per cent, salt solution, 
which I find works in most cases equally well—that it has in this 
war proved itself pre-eminently useful. When brought into action 
upon a dry and infiltrated wound, or a wound that is foul and covered 
with slough, it resolves the induration, brings back moisture to the 
surfaces, and cleans up the wound in a way that no other agent does. 
Applied in gaseous gangrene in the form of a wet dressing to incisions 
which have been carried down into infected tissues it causes lymph to 
pour out of the wounds, and arrests the spread of the infection. And, 
again, applied in gaseous gangrene to an amputated stump in cases 
where it has been necessary to leave infected tissues behind, it reverses 
the lymph stream and draws out the infected lymph—saving life in 
almost desperate conditions. 

What would he the proper culmination and end to the treatment 
of wound infections hy physiological methods ? 

We have now arrived at a point when it will be proper to keep our 
eyes somewhat less closely upon the ground, and to ask ourselves what 
kind of a coping-stone is to be placed upon our edifice of physiological 
treatment. For it is clearly unthinkable in connexion with such treat¬ 
ment carried out on scientific lines that it should lead to nothing 
better than to that everlasting dressing and re-dressing of the wound 
which' all antiseptic treatment seems to consist of. I am convinced 
that, when once we shall have learned exactly how to regulate the out¬ 
flow of lymph, and to control emigration and phagocytosis, it will be 
practical policy to make an end, once and for all, to a wound infection, 
and to close up the wound. 

Sven as we stand at present that seems to me to be to some extent 
a realisable ideal. While it would lead too far to follow up this ques¬ 
tion in detail, it will, perhaps, not be amiss to direct attention to the 
following points :— 

It will always and ever be impossible to sterilise a wound within the 
space of a few minutes. To wash out microbes from the granulation 
tissue will always take time. And we shall always have to allow time 
for the leiicocyte to find the microbe; and for phagocytosis; and for 
the digestion of the microbe in the interior of the phagocyte. And 
again, and above all, we shall always have to allow a very large margin 
of time for the miscarrying of lymph lavage, emigration, phagocytosis, 
and the intracellular destruction of the microbes, and for the necessary 
going back over all these processes. 
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In view of this it will be clear that when we embark upon physio¬ 
logical treatment we ought to carry it out unremittingly. And our 
treatment will perhaps best take the form of continuous irrigation or 
continuous baths. 

When by these means we think we have rendered our wound sterile, 
or nearly sterile, we must, in closing up the wound, or in giving it an 
opportunity of healing up under a scab, always proceed by the method 
of trial and error and provide for the possibility of the microbes again 
assuming the upper hand. 

Treatment by Vaccine Therapy. 

I emphasised at the outset of this discourse that treatment by 
vaccine therapy could take rank only as ancillary to treatment by 
physiological methods. In treatment by physiological methods we take 
the antibacterial agencies of the patient just as they are, and do our 
best to bring them into more effective application on the infective 
microbes. In vaccine therapy we seek to reinforce those agencies. We 
endeavour to increase the bacteriotropic power of the blood, and to 
modify the chemiotropic sensibility of the leucocytes. And, now that 
we have come to appreciate its importance, we should seek to increase 
also the antitryptic power of the blood fluids. 

Let us try to see how the case for vaccines and vaccine-therapy 
stands, keeping always before us the great practical issue as to how 
much clinical benefit can in the particular case be secured for the 
patient, and arranging, for the purposes of our survey, the manifold 
’applications of vaccines under six subheadings. 

(1) Prophylactic Employment of Vaccines. —This is not only from 
the theoretical point of view the best of all methods of employing 
vaccines, but it is also the method which gives, in practice, the maxi¬ 
mum of advantage. We have only to look to the results obtained by 
prophylactic vaccination against small-pox, cholera, plague, and typhoid 
fever. 

(2) Employment of Vaccines in the Treatment of Localised Bacterial 
Inroads. —Next to prophylactic inoculations, this gives the best results. 
And the results, in respect of their being almost immediately mani¬ 
fest to the eye, are even more dramatic than those of any preventive 
inoculation. Perhaps the most rapid and convincing results are those 
obtained by small doses of streptococcic vaccine in lymphangitis and 
erysipelas; by staphylococcic vaccine in furunculosis, when the boil is 
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just beginning to develop; and by minimal doses of tuberculin in 
phlyctenular affections of the conjunctiva. 

(3) Employment of Vaccines in dealing with Unopened Abscesses and 
other Localised Infections where the Microbes cannot be reached from the 
Bloodstream. —Vaccines are here, so far as appears to clinical inspec¬ 
tion, quite inoperative. 

(4) Employment of Vaccines in the Treatment of Localised Infections 
associated with heavy Auto-inoculations. —The scientific application of 
vaccines in these cases is extremely difficult and laborious, and the results 
which are obtained—and those obtained in the treatment of developed 
phthisis by tuberculin supply a good example—are not very convincing. 

(5) Employment of Vaccines in the Treatment of Undrained Wounds 
infected by Sero-saprophytes. —There is not yet a sufficient body of 
experience to decide the question as to whether benefit can be obtained 
from vaccines in these cases. The question will be further discussed 
below in connexion with the wound infections of the war. 

(6) Employment of Vaccines in the Treatment of Septicxmic Infec¬ 
tions, and, in particular. Streptococcic Septicsemias. —Up to the present 
—except perhaps in certain series of experiments relating to typhoid 
fever—vaccines have, on the whole, given very disappointing results. 
But it will be obvious on consideration, that as we advance through 
the whole series of applications—from prophylactic application to the 
employment of vaccines in septicaemias—the conditions are becoming 
progressively more difficult; so that success in treatment of septicaemias, 
if it is ever attained, will be the very final achievement of vaccine 
therapy. 

We have now prepared the ground for considering what has been 
obtained by the use of vaccines in the treatment of wound infections 
in this war. 

I have, in connexion with this, heard the opinion ot a very distin¬ 
guished French surgeon—pronounced after watching the effect of 
vaccines upon, I should think, undrained wounds and septicaemic infec¬ 
tions—that they had never done any good. I shall, by my general 
survey above, at least have put you on your guard against generalising 
from one class of cases to all other cases. Let us now take each class 
of case separately, and ask ourselves whether, in this, vaccines have 
rendered any service. I think we shall then see that things work out 
everywhere in accordance with scientific law. 

(1) Prophylactic Inoculatioris of “ Antisepsis Vaccines.” —If prophy¬ 
lactic inoculations of this kind have not been undertaken in our army. 
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it has not been because a supply of antisepsis vaccines has not been at 
hand, but because the idea of undertaking such inoculations has not 
appealed to the individual medical officers who have given first aid to 
the wounded. And if any prophylactic inoculations have been under¬ 
taken, this can have .been only on a very small scale ; and the fact has 
not transpired. To be considered therefore here is only the question as 
to what we should on a priori grounds be justified in expecting from 
prophylactic inoculations against wound infections, undertaken upon the 
wounded. The answer is, I think, not doubtful. We might justifiably 
hope, in a proportion of cases, to sterilise the upper reaches of the 
wound which would be less heavily implanted; and perhaps in isolated 
cases—those in which we have a comparatively light sowing of microbes 
—to sterilise the whole wound. Moreover, if we could employ vaccines 
in combination with physiological drainage (I mean, by that, free out¬ 
pouring of lymph obtained by the use of a lymphagogic solution) we 
might, I think, hope to stave off infection in a fairly large proportion 
of cases. But—and I have already, though perhaps not emphatically 
enough, drawn your attention to this in connexion with prophylactic 
applications of antiseptics—it will, when we set out to sterilise a wound, 
nearly always be a question of achieving either all we want or nothing. 
To leave behind, especially in the upper reaches of a wound, a few 
microbes, which immediately set to work and multiply, amounts, from 
the point of view of the future of the wound, to exactly the same as 
leaving behind alive the whole original population. If one really 
intends a war of extermination there must be no remissions; and if 
our first effort with vaccines and physiological drainage fails, we must 
immediately follow up with further efforts. 

(2) Employment of “ Antisepsis Vaccines ” in Cases icliere the 
Microbes mahe an Irruption into the neighbouring Tissues. — In con¬ 
nexion with projectile wounds it is not very uncommon to see the 
infecting microbes breaking bounds, and making an irruption into 
the neighbouring tissues. This will occur either in a wound which 
has not been laid open, or where the lymph flow has stanched, and the 
microbes have been imprisoned in an infiltrated wall. The bacterial 
irruption may follow the course of the lymphatics as a lymphangitis; 
or it may take the form of an erysipelas or cellulitis. In these forms 
of infection occurring in connexion with projectile wounds, vaccines give 
exactly the same dramatic effects as in the small wounds of civil life— 
the only difference being that, when the irruption has been beaten back, 
we have in the case of projectile wounds still the original focus of 
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infection to deal with; and have, unless we improve the condition of 
the wound, always to be upon our guard against a renewal of the 
irruption. 

(3) Employment of “Antisepsis Vaccines ” in connexion with well- 
drained Wounds .—When we have in a wound quite unobstructed 
mechanical drainage—such, for instance, as is proved by amputation 
without flaps—*we have, from the point of view of the immunologist, 
conditions exactly parallel to those which obtain when microbes make 
a first irruption into healthy tissues. In other words, we have here— 
and probably also where we have good physiological drainage—^brought 
to bear upon the microbes an ample force of phagocytes in conjunction, 
it may be, with a rapid percolating or outflowing stream of lymph. 
As a consequence, vaccines give in these cases results which are so 
strikingly favourable as to arrest the attention of every beholder. 

(4) Employment of “ Antisepsis Vaccines ” in imperfectly drained 
Wounds .—An overwhelming proportion of projectile wounds which 
are under treatment in hospital would, regarded from the point of view 
of the mechanical conditions, come into the category of imperfectly 
drained wounds. And this is as it must be. The conservation of the 
'wounded limb is clearly the first object of the surgeon; and the 
treatment of the bacterial infection is quite subordinate. For example, 
no one could ask that a leg which had been perforated by a bullet 
should be cut free from all its attachments to give better drainage to 
the infected track. 

Now it might be legitimate to say that these nndrained wounds 
were analogous to the unopened abscesses referred to above, were it 
not that this comparison would do much less than justice to the 
difficulties which confront the immunisator in the wound where pus 
accumulates. Not only have we in the recesses and backwaters of 
snch a wound conditions which make it impossible for the antibacterial 
agencies of the body to establish by their mass eflect a position of 
superiority over the microbes; but we have in the corrupted discharges 
and the multiform bacterial growth which they harbour, obstacles to 
successful immunisation such as are never encountered in an unopened 
abscess cavity. It is therefore not to be expected that we should in these 
cases see—and in point of fact we do not see—after the exhibition of 
vaccines any diminution in the pus which pours from the wound. 

None the less we shall do well carefully to consider certain ques¬ 
tions in connexion with the employment of vaccines in the treatment 
of imperfectly drained wounds. It is clearly a matter for consideration 
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whether — despite the fact that the output of pus from the wound 
is not diminished—there may not be some useful clinical result from 
the vaccines. It is quite likely that there is such an effect; and that 
it takes the form of a “ nibbling ” at the infection in those parts of 
the wound lying above the ground level of the pus; a better entrench¬ 
ment against the microbes; and, behind this, a massing of reserves 
which would be brought to bear if the microbes were to’ irrupt into the 
surrounding tissues. In short, it is not unreasonable to think that the 
antisepsis vaccines might aid the surgeon in his conservative surgery, 
and might enable him to hold on longer when trying to save a limb. 

Two further questions—questions which also cannot yet find 
answers—come up for consideration in this place. The one is the 
question whether it would not be possible in many cases to convert 
by physiological drainage an undrained into a drained wound, and then 
to obtain good results by the use of vaccines. The other is the question 
as to whether or no the bacteriotropic substances produced in response 
to antisepsis vaccines would come into operation upon sero-saprophytic 
microbes in corrupted discharges, and in lymph whose antitryptic power 
has been artificially diminished. 

(5) Employment of “ Antisepsis Vaccines ” in Septiceemias superven¬ 
ing on Wowid Infections .—On this question there is nothing that can 
be usefully said other than that until scientific knowledge has pro¬ 
gressed much beyond where it is now, it might be well to act upon the 
suggestion made above with regard to the possible utility of antisepsis 
vaccines in staving off septicsemic infections. 

We now at the end of our survey come to the summary. That 
summary would clearly be, that the results of the inoculation of 
“ antisepsis vaccines ” have conformed in everything to scientific 
expectation. Of the five possible applications of vaccine therapy, the 
second and the third have, according to anticipation, given strikingly 
favourable results. The fourth and the fifth —but perhaps certain 
reserves may be made in connexion with the fourth —have given, 
as anticipated, very unfavourable results. And that prophylactic 
employment of antisepsis vaccines, which has not yet been put to 
probation, would seem eminently deserving of an extended and careful 
trial, preferably in conjunction with physiological drainage. 
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Epilogue. 

And now, except for a few concluding words, I have completed what 
I had to say. Up to this point we have considered only the scientific 
problems which confront us in wound infections. What we have now 
to consider is how this, and similar researches, and all that new clinical 
experience which has been won in this war, can be made useful to the 
wounded. 

This is a question of setting up machinery for directing and 
co-ordinating the work of the medical officers engaged in the treat¬ 
ment of the sick and wounded. And, I take it, on a question of that 
kind the medical profession at home will have a voice, and,'if unanimous, 
perhaps even have a deciding voice. 

In order to enable you to judge what changes in the system would 
be required to give effect to the idea that medical officers should bring 
into application the latest lessons of experience and science, 1 will 
venture to remind you how the Medical Service of the Army is at 
present organised. 

We have in the Army Medical Service, as it seems to me, three 
different and distinct services—a Service of Administration, a Service of 
Hygiene and Sanitation, and a Service for the Treatment of the Sick and 
Wounded. 

The Service of Administration —and among the three services it 
comes easily first in order of importance—takes charge of the wounded 
man on the battlefield ; conveys him first to the dressing station, field 
hospital, and clearing hospital which are ranged one behind the other 
at the front; thence transports him in an ambulance train to the 
hospitals at the base ; afterwards embarks him in a hospital ship ; and, 
at the end of his journey, provides him with hospital accommodation at 
home. The Service of Administration has further to see to the feeding, 
clothing, bedding, nursing, and medical treatment of the man in hospital, 
and in transit; has to look after all manner of surgical and medical 
stores and equipment—besides providing in a thousand other ways for 
the proper working of the hospitals and hospital camps. 

The Service of Sanitation has to protect the Army against epidemic 
disease by attending to water supply, conservancy, and antityphoid 
inoculation. It has to keep a watchful eye on every case of infectious 
disease; to detect carriers; to equip, and man, the bacteriological 
laboratories required for this purpose; and to intervene in ways too 
numerous to mention to prevent the dissemination of infection. 
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The duties in connexion \?ith the aforesaid services devolve almost 
exclusively upon the permanent officers of the Royal Army Medical 
Service. Their work, as every one at the seat of war knows, has been 
quite marvellously well done. And what stands already very high in 
the esteem of all the world needs no more words of praise from me. 

There remains the Service for the Treatment of the Sick and 
Wounded. After supplying all the multifarious duties just enumerated, 
there are very few medical officers of the permanent stafif of the Royal 
Army Medical Corps left over. Hence nearly the whole care of the 
sick and wounded has fallen to the civil practitioners enlisted for 
temporary service with the Royal Army Medical Corps. For this, if 
for no other reason, it must be the special concern of the civil profes¬ 
sion to do all that in it lies to help the Medical Staff of the Army to 
employ to the best advantage the civil practitioners now serving as 
medical officers in military hospitals. 

What has been done in the way of regulating the work of these new- 
joined medical officers has been to transplant practically unaltered into 
the military hospitals the organisation under which medical practitioners 
work in civil life and in peace. 

The treatment of the sick and wounded is committed, as it is in 
private and hospital practice at home, into the hands of individual practi¬ 
tioners, there being assigned to each a certain number of patients, or a 
ward. And, just as at home, where each medical man is in practically 
independent charge of hie cases, and is free to follow whatever treat¬ 
ment appeals to him, so is it in the military hospitals. And just as at 
home the free exercise of private judgment carries with it an exclusive 
responsibility, saving only in those cases where a consultant is called in 
to advise, so also is it in the military hospitab. 

Now, I submit that this unchartered freedom can work for good 
only in conditions such as those which surround us at home. At home, 
the practitioner finds himself practically always upon ground with which 
he is familiar. The cases which he deals with in his practice are 
similar to those he has seen treated in hospital. And if he should find 
himself upon unfamiliar ground he will, before he need take action, 
have time to inform himself. Moreover, though new science filters in 
slowly, it does filter in. And, finally, when the medical practitioner at 
home makes a new experiment in treatment, he—and this is the all- 
important point—does learn what results. He can, therefore, profit 
from the teachings of experience. 

Now, the conditions in military hospitals abroad are quite different 
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from these. The practitioner is there on quite unfamiliar ground. He 
has to confront unfamiliar problems—problems in connexion with pro¬ 
jectile wounds and wound infections. He has to take immediate action. 
He has very little opportunity to find out what has happened in similar 
cases. And lastly—and yon will see that upon this point everything 
pivots—he has very little opportunity of seeing the results of his work, 
and learning whether his treatment has been wrong or right. For the 
military hospitals in France, both at the front and also at the base, 
have now, through military necessity, become little more than clearing 
hospitals, from which cases, if at all fit to travel, are immediately sent 
upon* their homeward journey. 

There are thus lacking in the military hospitals in France all those 
provisos and safeguards which alone can make successful a system in 
which each medical man is a guide to himself. And carried out without 
those safeguards that system is unjust both to doctor and patient. 

The doctor feels himself left in the lurch when he is not warned off 
from trying experiments in treatment which a hundred others have 
unsuccessfully tried. He fain looks for a lead where a successful treat¬ 
ment has been discovered. And, where there are a number of 
alternative treatments, he would be glad to see comparative experiments 
instituted to tell him which method is best. Nor is the doctor the only 
person interested. The patient, his relatives, and the whole nation 
would, once their thoughts were directed to the matter, feel that they 
bad the vital interest in making the work of the medical officer as 
effective as possible. 

If this is to he done it will, I believe, be necessary to make a 
fundamental change in the organisation of the Medical Service—to 
break away from the principle of free arbitrament in treatment for the 
Medical Officer, and to provide that all treatment shall be regulated 
by orders and instructions. 

These are, as you see, very big issues. It is a question of a conflict 
between our cherished professional tradition that every medical man 
must be quite unfettered in his choice of treatment; and the very 
foundation principle of the Army, that every man shall work, not as 
he individually thinks best, but as part and parcel of a great machine. 

The question as to which of these shall give way to the other must, 
of course, be decided by the balance of public advantage. And we 
cannot seriously doubt as to which side that balance inclines. We have 
only to consider what has been achieved in this war by antityphoid 
inoculation, and the preventive injection of antitetanus serum; and to 
A— 36* 
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compare the brilliant results of these measures, enjoined as they are 
by direct instructions from headquarters, with the results which would 
have been obtained if their carrying out had been committed to the 
individual judgment of medical men who had not had before the war 
any opportunity of convincing themselves by personal experience of 
the utility of either antitetanus or antityphoid inoculation. 

If now, as we see is the case, considerations of public utility 
commend the control of treatment of the sick and wounded by orders 
and regulations, let me in conclusion very briefly consider with you how 
under such a system there might be obtained a maximum of advantage 
with a minimum of disadvantage. I shall, of course, indicate only in 
very broad outlines what would seem to me to be the requirements. 

I believe there would require to be a Professional Head to the 
Service for the Treatment of the Sick and Wounded. He would, of 
course, be subordinated to the Director-General, and his duties would be 
to bring up the work of the medical officers everywhere to the highest 
standard, and to co-ordinate their work from hospital to hospital. 

It would further, I think, be necessary to have an Advising 
Committee who should be charged with the duty of synopsising the 
clinical experience won in the war; of finding out what results the 
various therapeutic procedures had given; and of drawing up on the 
basis of these inquiries general instructions and recommendations for 
the treatment of different categories of cases. On a Committee of this 
sort one would, of course, wish to see representatives of surgery, of 
medicine, of the various 'specialities, and of pathology and bacterio¬ 
logical science. But one would wish to see the membership restricted 
to those who were actually at work at the seat of war, and who were 
prepared to take full responsibility, and carefully to watch the working 
of the recommendations, and at any moment to revise them in the light 
of accumulating experience or further laboratory experiments. 

Finally, one would wish to see attached to such a committee a 
Research Department for the resolution of all bacteriological questions 
arising in connexion with hygiene, surgery, and medicine. And I may 
perhaps be allowed, in connexion with this last, to point out that the 
Medical Research Committee of the National Insurance Act, under 
whom I have the honour to serve as Director of Bacteriological 
Researches, has, since the outbreak of the war, been placing not only 
large funds but a carefully selected corps of skilled workers at disposal 
for the prosecution of researches directly contributory to the better 
treatment of the wounded. It is for you to see that full advantage 
be taken of the results as they are obtained. 
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NOTES ON BOOKS. 

[The purpose of these Notes*' is neither to praise nor to blame, but merely to draw 
attention to the new books and nerv editions lohich have been added to the Society's 
Library ,— Ed.] 

Essentials op Physiology. By F. A. Bainbbidge, M.A., M.D.Cantab., D.Sc.Lond., 
F.R.C.P., and J. Rewobth Menzies, M.D.Edin. Dlustrated. Price lOs. 6d. net, 8vo. 
London : Longmans, Green and Co., 1914. 

The author's aim in this book has been to bring together in a concise form the 
fundamental facts and principles of physiology, primarily for the purpose of meeting the 
requirements of the medical student preparing for a Pass examination. Histological details 
and descriptions of chemical and experimental methods belonging to the laboratory course 
have been as far as possible excluded, separate text-books being available for this branch of 
the student’s work. By this exclusion the volume has been kept of a moderate size, and 
has enabled the authors to devote more space to the essential object of their work. A point 
of some importance is the fact that the anatomical nomenclature in use in this country has 
been retained, while the Basle nomenclature is inserted in brackets. Until this question of 
terminology is definitely settled the old nomenclature may still be expected to be received 
with the most favour. 

Syrian Anatomy, Pathology, and Therapeutics ; or “ The Book op Medicines.” The 
Syriac Text, edited from a rare manuscript, with an English translation, &c., by 
E. A. Wallis Budge, M.A., Litt.D. Published under the direction of the Royal 
Society of Literature of the United Kingdom. Vol. I.: Introductory; Syriac Text. 
Vol. II.: English Translation and Index. Pp. (Vol. I), clxxviii + 614; (Vol. II), 
xxvi -h 804. Price 42s. net. London : Humphrey Milford, Oxford University Press, 
1913. 

At some unknown date, perhaps twenty centuries ago, an earnest follower of Hippocrates, 
who had great faith in the usefulness of human dissection, wrote in Greek his lectures upon 
Human Anatomy, Pathology, and Therapeutics, and these were translated from Greek into 
Syriac by a Syrian physician, who was probably attached to one of the great medical schools 
of the East, early in the Christian era. Unfortunately the Syriac manuscript, copied for 
Dr. Budge at a little town on the Tigris, gives the name of neither the author nor the 
translator, but, thanks to the Royal Society of Literature and to Dr. Budge’s translation 
into English, we are able to get a clear insight into the knowledge possessed by the 
disciples of Hippocrates. Though the lecturer’s knowledge of anatomy w'as limited, for he 
confused arteries, veins, nerves, and tendons, he was well aw'are of the importance of the 
brain, which governs the senses and nerves; the heart, which governs the body and transmits 
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life to every part of the body ; and the liver, which governs digestion and changes food into 
blood. He who cannot make a correct diagnosis cannot heal the disease, hints the lecturer, 
and he prescribes diet for the healthy as well as the sick. Moderation is preached, and he 
quotes with approval the saying of a philosopher, “ I wonder how a man who does not over¬ 
eat himself can ever die.” Bleeding, purging, emetics, enemas, fomentations, poultices, 
and baths are all praised. Nearly a thousand prescriptions are given, resembling those foimd 
in the Ebers Papyrus, but it is doubtful whether any of them will be adopted by Fellows of 
the Royal Society of Medicine. The second section of the book deals with astrology, and was 
probably written by a scribe who had more faith in spells and divinations than in the teaching 
of Hippocrates. The third and final section, with its extraordinary prescriptions, throws light 
upon the folk-lore of Mesopotamia. As we should expect in a scientific treatise, there is no 
mention from first to last about the fees of the physician, but we can guess that he may have 
lived in the Babylonian days, when, if .a surgeon performed a serious operation upon the slave 
of an officer and brought him to death,’* he had to replace the slave by another! 

Precis de Chiruegie de Guerre. Par Edmond Delorme. Illustrated; pp. ii -f 231. 
Price 4s. net, small 8vo. Paris: Masson et Cie., 1914. 

Dr. Delorme tells us that he began his career during the disasters of 1870. He is now 
Medical Inspector-General of the French Army. This precis of military surgery was “ trac6 
d’un jet ** after ** the unexpected declaration of this war ” during long days of labour and 
nights devoid of ease both in Paris and at the front, no matter where. It is the outcome 
or development of his ^'Conseils au Ghirurgiens,” which have been circulated in large 
numbers to surgeons both at the front and at the base. It is a manual of military surgery— 
a small and compendious volume, vrith rounded corners, evidently intended for the pocket. 
It deals shortly with technical subjects, such as the varieties of implements with which 
wounds are produced in war—cold steel, shells, bullets, &c., and also with projectiles, ballistics, 
and matters of that kind. It then discusses the nature of the wounds produced by instruments 
of war in a general way, and describes first-aid and subsequent methods of dressing. The 
greater part of the book is devoted to injuries of particular tissues and regions of the body, 
in which the peculiarities of each, the complications and treatment, are dealt with in more 
or less detail. Throughout, the differences between military and civil practice are emphasised. 
Useful tables for the recording of cases are given at the end. There are a few illustrations. 

Tuberculosis of the Bones and Joints in Children. By John Fraser. Illustrated; 
pp. xvi + 352. Price 15s. net, large 8vo. London: A. and G. Black, 1914. 

The work is divided into two parts. The first, or general, part deals with the aetiology, 
pathology, clinical features, diagnosis. X-ray examination, prognosis, and treatment of bone 
and joint tuberculosis, while in the second, or special, part tuberculous disease of individual 
regions affected in children is similarly discussed. A full bibliography of recent literature 
is appended to each section. The volume is illustrated by 51 full-page plates and 164 figures 
in the text, and contains a full subject and authors' index. 

An Index op Differential Diagnosis op Main Symptoms. By Various Writers. 
Edited by Herbert French, M.A., M.D.Oxon., F.R.C.P.Lond. With 16 coloured 
plates and 200 illustrations in the text; pp. xii -i- 1017. Price 21s. net, 8vo. Bristol: 
John Wright and Sons, Ltd., 1913. 

This work has been twice reprinted since the issue of the first edition in March, 1912. 
It was designed to form a companion volume to the publishers’ “Index of Treatment ” which 
appeared in 1907, six editions of which have been called for. The various symptoms are 
arranged alphabetically in the body of the book ; the general Index at the end gathers these 
together under the names of the different diseases in which they occur. Treatment, pathology 
and prognosis are only dealt with so far as they bear upon differential diagnosis. 
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Historical Sketches op Old Charing. The Hospital and Chapel op Saint Mary 
Boncbvall. Eleanor of Castile, Queen op England, and the Monuments 
ERECTED in HER MEMORY. By James Galloway, A.M., M.D., Senior Physician 
and a Vice-President, Charing Cross Hospital. Illustrated ; pp. 82. Price lOs. 6d. 
net, large 8vo. London : John Bale, Sons and Danielsson, Ltd., 1914. 

The first of these studies, *^The Hospital and Chapel of St. Mary Roncevall/' originaUy 
appeared in the History Section of the Proceedings of the Royal Society of Medicine. 
It throws light upon a chapter of ecclesiastical history, which though well known to students 
of the past records of London, has never hitherto been brought into full relief. The 
Hospital of St. Mary Boncevall, Charing Cross, was an offshoot of the Convent of St. Mary 
Bonoesvalles in the Pyrenees, and owed its foundation in London to the munificence of 
William Marshall, second Earl of Pembroke, who gave the brethren who came to seek 
alms in London for the mother foundation, lands and houses at Charing, and the revenues 
of property situate in other parts of the country. The Hospital at Charing was mainly 
under the domination of foreign ecclesiastics during the first half of its existence, and later 
it passed under the control of the English clergy, who were in conflict with their foreign 
colleagues for more than half a century. It was during the fifteenth century that the 
functions of the Hospital as a place of cure for the needy sick developed. In 1475 the 
Fraternity of St. Mary Roncevall was founded, but it lasted barely seventy years, as in 
common with similar institutions it was dissolved by Henry VIII, in 1544, and the property 
passed into lay hands. A calendar of the Hospital from the date of its foundation to the 
time of the Deed of Surrender is given. 

The second study is a brief record of the well-known history of Queen Eleanor of Castile, 
wife of Edward I, followed by what is not well-known, namely, a detailed record, archi¬ 
tectural and historical, of the crosses erected by Edward I to her memory. There is an 
engraving of the Queen’s effigy, with several engravings and photographs (by the author) of 
the crosses. 

The Children of the Nation: How their Health and Vigour should be Promoted 
BY the State. By the Right Hon. Sir John E. Gorst. Second Edition ; pp. x -f- 
297. Price 7s. 6d. net, 8vo. London : Methuen and Co., 1907. 

This book is one of the earlier volumes in the “New Library of Medicine,” issued by 
Messrs. Methuen. Apparently this new edition is a reprint of the first. Its title fully 
explains its theme—namely, the integral value to the State of the well-being of the nation’s 
children. The author, following some introductor}' remarks pointing out the national 
interest in the subject, proceeds to develop his theme by dealing with such matters as infant 
mortality, the medical inspection of school children, underfed school children, overworked 
children, children’s ailments, infants’ schools, medical aid, and State children. The author 
discusses the difficulty of providing the funds necessary for initiating reforms in dealing with 
the nation’s children. 

The Biology of the Blood Cells, with a Glossary of H^smatological Terms. For 
the Use of Practitioners of Medicine. By 0. C. Gruner, M.D.Lond. Illustrated 
with coloured plates, micro-photograms and diagrams ; pp. xii -f- 892. Price 21s. net, 
large 8vo. Bristol: John Wright and Sons, Ltd., 1913. 

This work by Dr. O. C. Gruner, of Montreal, purports to bring up to date our knowledge 
of the clinical study of the blood diseases. As pointed out by the author, “ Special stress 
has been laid upon the close relationship between changes in the blood-forming organs and 
the blood-picture as the clinician sees it, and also upon the minute morphology of the 
various blood cells, whether sessile or free-floating.” Moreover, “above all, the attention 
of the student has been directed to the fundamental unity of design which is the basis of 
hcemopoiesis from birth to death throughout the animal kingdom.” After some introductory 
remarks, the main subject-matter of the book is divided into seven chapters as follows : 


Northwestern Unlverslt/ 
Medloal School Librar/ 
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(1) The Primordial Blood Cell, (2) The Red Blood Cell, (3) The Lymphocyte, (4) The Large 
Mononuclear Leucocyte, (6) The Neutrophile Leucocyte, (6) Certain Phlogocytes, and (7) The 
Cytoplastic Phenomena of Blood-forming Tissues. The progress of the science of hasmatology 
is shown in the book by the terminology which distinguishes it. In a glossary is explained 
the meaning of the terms employed, and it is not without interest to note that thirty-three 
pages are required for this purpose. References to the literature, an index of diseases, of 
authors, and of animals, respectively referred to in the volume, and a copious general index 
complete the work. 


Winter in Algiers ; with Notes on Hamm am R’Irha, Biskra, and other Places of 
Interest in Algeria. By Alfred S. Gubb, M.D. Ninth edition, with map and 
numerous illustrations in text; pp. 114. Price 28., 8vo. London: Bailli^re, Tindall 
and Cox, 1912. 

A brief description of the climate, scenery and flora of Algeria—the premier colony of 

Prance_forms the commencement of this small handbook. This is followed by fuller 

details of the city of Algiers, the native quarters, and the European suburb of Mustapha 
Sup^rieur. Hotel and private villa accommodation, once scanty and at monopoly prices, is 
now abundant. The climate of Algiers and its surroundings is good for those suffering 
from asthma, bronchitis, emphysema, heart and kidney disease, arteriosclerosis, gout, 
and rheumatism. But its most striking results are seen in the recoveries from incipient 
phthisis, indeed, a large proportion of the European inhabitants were formerly victims 
of that disease in its early stages, and are a living witness to the potency of the climate 
in this respect. Recovery from tuberculous laryngitis — usually a hopeless disease —has 
been known to result from residence in Algiers. As in the case of other resorts, pulmonary 
tuberculosis in its fully developed stages is not benefited, but if anything aggravated, by 
the Algerian climate. Hammam R’Irha, with its hotel and bathing establishment; places 
of interest on the road to Biskra, such as Hammam Meskoutine and El Kantara, are also 
described, as well as Biskra, “ the desert city,” now a popular health centre. A short 
account of Tunis and full details of the various routes to Algiers, with fares, conclude the 
work. The book is plentifully illustrated with photographic reproductions of scenery, 
antiquities, and social life in Algeria. 


Public Health Laboratory Work. By Henry R. Kenwood, M.B., F.R.S.Ediu., 
D.P.H., F.C.S. Sixth edition, with illustrations; pp. xii + 418. Price 10s. net, 
8vo. London : H. K. Lewis, 1914. 

In this now edition the author has excluded all but occasional reference to bacteriological 
matters, in order to keep the volume witliin the compass of a handy laboratory guide to the 
chemical branch of public health laboratory work. His main reason for the adoption of this 
new policy is that the subject of bacteriology is well provided for by several excellent hand¬ 
books, from which the public health student can gain his bacteriological knowledge. 


Gunshot Injuries : How they are Inflicted, their Complications and Treatment. 
(Prepared under the direction of the Surgeon-General, U.S. Army, and published by 
authority of the Secretary of War. By Colonel Louis A. Lagarde, U.S. Army 
Med. Corps (Retd.). Illustrated; pp. x 4- 398. Price 18s. net, 8vo. London: 
John Bale, Sons and Danielsson, Ltd., 1914. 

As the author says, he has as far as possible preseuted the characteristic features of 
wounds by the old armament in pre-antiscptic times, and compared these with the results 
of gunshot injuries by modern arms iu the Spanisb-Americau, Boer, Russo-Japanese, aud 
Balkan wars. He has thus brought his account of them up to date. The work deals not 
only with the varieties of wounds caused by firearms of all descriptions, from toy pistols 
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and shot-guns to the largest howitzers, but also with such matters as projectiles, explosives, 
ballistics, and other very technical matters of military interest. It concludes with a 
chapter on the medico-legal aspects of gunshot wounds. Between these sections, which 
form, so to say, the cover of the book, will bo found information in full detail on the nature 
and varieties of gunshot wounds, their complications and their treatment. The subject is 
dealt with from the general standpoint, and also regionally. There are a large number of 
illustrations. It is important to note the high authority under whose direction it has been 
prepared; for, as stated in the title, this treatise has been, prepared under the direction 
of the Surgeon-General, U.S. Army, and revised in his office. 


Ubgent Sukgery. By Felix Lejars. Translated from the Seventh French Edition by 
William S. Dickie, F.R.C.S. (third English impression). Vol. I, Introductory: 
Head, Neck, Chest, Spine, Abdomen. Illustrated ; pp. xvi -h 614. Price 268. net, 
8vo. Bristol: John Wright and Sons, Ltd., 1914. 

In the seventh French edition of this work by Professor Lejars are contained five 
additional chapters on, respectively, acute dilatation of the stomach, acute pancreatitis, 
obstruction of the mesenteric vessels, sigmoiditis and perisigmoiditis, and dislocations of 
the pelvis, while the whole work has been subjected to careful revision, and has been largely 
remodelled. By means of this translation Mr. Dickie has enabled English-speaking surgeons 
to become more closely acquainted with the surgical technique and practice of their French 
colleagues. There are several full-page plates, and the illustrations in the text amount 
almost to two on every page. 


Diseases op the Rectum and Colon, and their Surgical Treatment. By Jerome M. 
Lynch, M.D. Illustrated ; pp. x + 696. Price 21s. net, 8vo. Philadelphia and 
New York: Lea and Febigor, 1914. 

This book, according to the author, has been mainly written for the benefit **of those 
practitioners who have not yet attained well-rounded experience in rectal and colonic 
surgery,** and in view of this standpoint the subject is discussed “in very full detail.** 
He points to the lack of teaching which prevails in the United States in respect of rectal 
surgery, emphasising this fact by stating that “there is not a university or medical college 
of any importance that has a recognised specialist as a professor of proctology,** and he 
insists that the time has now come “ when stool examination and proctoscopy will be known 
to be as important as blood examination and urinalysis.** Although the book has been 
designed to appeal more to the practitioner than to the specialist, there is no doubt that the 
latter will find its pages of interest in showing the methods and experience of a well-known 
American proctologist. Moreover, the chapters upon the colon, such as those on colostomy 
and ileostomy, appendicostomy, short-circuiting, and constipation, contain matter of interest 
to the general surgeon. The book is profusely illustrated and has a full index. 


Practical Medical Electricity : A Handbook for House Surgeons and Practitioners. 

By Alfred G. Norman. Illustrated; pp. viii + 226. Price 5s. net, small 8vo. 

London: Scientific Press, 1914. 

This book serves as a link between works on medical electricity proper and those written 
for the technical student, a knowledge of elementary principles not being taken for granted. 
The first half of the book is devoted to medical electricity, and the consideration of apparatus 
and technique is from the point of view of voltage, amperage, and resistance, as so many users 
of the X-ray are hampered by inefficient practical knowledge. The second part deals with 
radiography, all improvements to date receiving attention. X-ray diagnosis, the dsuigers 
of the X-ray, advanced X-ray work, such as orthodiagraphy, stereoscopic radiography, and 
the bismuth meal, are included, but radiotherapy is not touched upon. 
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The Story op Bethlehem Hospital from its Foundation in 1247. By E. G. 
O'Dokoghuk, Chaplain to the Hospital. Illustrated; pp. xx + 427. Price 16s. net, 
8vo. London : T. Fisher Unwin, 1914. 

This is the first complete history of this institution, and all the archives as far as 1850 
have been placed at the disposal of the author. The Priory of St. Mary of Bethlehem was 
founded in Bisbopsgate Without, on the present site of Liverpool Street Station, on 
October 23, 1247. It was a daughter house of the house of the Basilica of the Nativity, 
built in Bethlehem, Palestine, by the Emperor Constantine, a.d. 330. The work of the 
Hospital as an asylum was begun in 1337, when six lunatics were removed there from the 
“Stone House,” which stood ot^ the site now occupied by the National Gallery, land which 
at that time was the property of Bethlehem. Although in 1346 the House and Order of 
Bethlehem were taken under the patronage and protection of the City, Bethlehem was 
seized by the Crown on more than one occeusion during the fourteenth century as an 
“alien Hospital.” The Crown continued to appoint Masters, including John Arundell, 
Physician and Chaplain to Henry VI, and George Boleyn, brother of Anne, until 
Henry VIII in 1540 grudgingly granted Bethlehem with St. Bartholomew’s Hospital to 
the City. The Great Fire spared the Hospital, but by 1674 it had become so ruinous 
that it was abandoned. A new site was found at Moorfields, now represented by Finsbury 
Circus, and here in 1676 was opened the “Palace magnificently built,” designed by 
Robert Hooke, the scientist. This was the “Bedlam ” of Hogarth and the Georgian days. 
Unfortunately, Hooke’s Palace rested on insecure foundations, being built on the City moat, 
and by 1800 it had fallen into such disrepair that a third removal became necessarjL The 
present building in St. George’s Fields, Southwark, was begun in 1812, and opened in 1815. 
The book is copiously illustrated, and contains full information concerning the inmates, 
sane and insane, of Bethlehem Hospital, and the vicissitudes of fortune which it has under¬ 
gone during its six centuries of existence. 

Lead Poisoning : from the Industrial, Medical, and Social Points op View. Lectures 
delivered at the Royal Institute of Public Health. By Sir Thomas Oliver, M.A., M.D., 
F.R.C.P. Pp. X + 294. Price 5s. net, small 8vo. London: H. K. Lewis, 1914. 

In publishing his lectures on “lead poisoning” in book form, the author has rendered 
his contributions upon tlie subject more accessible. The work shows how valuable 
State interference can become when directed towards safeguarding the public health, in 
respect to industrial processes which are harmful. By means of the Home Office regulations 
and inspections much has been accomplished to lessen the evil effects to which workers in 
lead are exposed; and good as the past has been in this regard, the author maintains that 
better results may still be expected. From the medical aspect a full description is given of 
plumbism and of how to deal with it; of its protean forms, and of the necessar}' methods 
of prevention. In an appendix is published, by permission of the Controller of H.M. 
Stationery Office, the factory and workship orders relating to lead poisoning. 

Clinical Examination op the Blood and its Technique : A Manual for Students and 
Practitioners. By Professor A. Pappenheim (Berlin). Translated and adapted from 
the German by R. Donaldson, M.A., M.B., Ch.B., F.R.C.S.Ed., D.P.H. Pp.x -f 87. 
Price 3s. 6d. net, small 8vo. Bristol: John Wright and Sons, Ltd., 1914. 

This small book has been designed by the author to serve as an elementary guide to 
the clinical examination of the blood. For this purpose a simple technique is provided, 
controversial matter is excluded, and only absolutely essential details, of first importance, 
dealt with. The division of the text into three parts shows the scope of the volume—namely, 
(1) the blood film, inclusive of the method and technique of staining, the microscopic 
examination of and the differential diagnosis of the most important blood changes as seen 
in stained blood films ; (2) hteraocytometry ; and (3) haimoglobinometry. The staining method 
recommended is May-Grunwald*s solution, cosin-mcthylene blue, dissolved in methyl 
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alcohol, followed by Giemsa's glycerine-alcoholic solution of the Romanowsky stain, known 
as Giemsa*8 new formula. The cell types described have been taken from the author’s 
Atlas der menschlichen Blutzellen.** Two coloured plates showing the chief cell forms 
likely to be met with precede the text. 

Qdain’s Anatomy. Edited by Sir E. A. Schafer, J. Symington, and T. H. Bryce. Eleventh 
Edition. Vol. II, Part II, “Splanchnology,” by J.. Symington. Illustrated; pp. x 
+ 392. Price 10s. 6d. net, 8vo. London : Longmans, Green and Co., 1914. 

The present volume almost completes the eleventh edition of this well-known work on 
anatomy. There remains only the part which is concerned with the bones, ligaments, and 
muscles, upon which Professor Bryce is engaged, and which we understand will appear 
before long. The portions which have already appeared deal respectively with Morphology, 
Microscopic Anatomy, and Neurology, and each one forms a complete text-book of the 
particular subject with which it is concerned. The present part includes the topographical 
anatomy and morphology of the digestive, respiratory and genito-urinary systems, as well 
as the ductless glands and organs of internal secretion. There are a large number of original 
illustrations as well as skiagrams of the teeth. 


Abdominal Surgery : Clinical Lectures for Students and Physicians. By Thorkild 

Rovsing. Edited by Paul Monroe Pilcher, M.D. Illustrated; pp. xii + 477. 

Price 21s. net, 8vo. Philadelphia: Lippincott Co., 1914. 

This volume, as indicated by its title, contains a series of clinical lectures delivered 
by the Professor of Clinical Surgery in the University of Copenhagen, translated into 
English and edited. They are essentially clinical, each lecture having reference to an 
individual case, or group of cases, shown to the students; in many instances the results of 
surgical treatment, both in regard to the diagnosis and the relief of symptoms, are added. 
As will be evident from the following headings of lectures, the book includes more and less 
than the title “ Abdominal Surgery” suggests. Lecture I is upon “ The Basis and Principles 
of Clinical Surgery.” Lectures II and III deal with “Antiseptic Methods.” Lectures IV 
and V are upon “Anaesthetics, General and Local.” Part of Lecture VI, and the whole of 
Liectures VII and VIII concern structures which do not strictly fall imder the heading 
** Abdominal.” Lecture VI is headed “ Foreign Substances contained in the (Esophagus, 
the Stomach and Intestines.” Lecture VII is upon Stricture of the (Esophagus,” and 
Ltecture VIII upon “ Dilatation of the (Esophagus.” Lectures IX to XXV deal chiefly with 
the “ Surgical Treatment of Diseases of the Stomach.” The subject of “ Ulcer of the 
Stomach ” is very fully considered, no fewer than seven lectures being devoted to it. Lecture 
XXI deals with “ Cancer of the Stomach.” Lecture XXII is entitled “ Peptic Ulcer of the 
Jejunum: Technique of Gastro-enterostomy ”; the author deals fully with several of the 
niunerous methods by which this operation has been accomplished, drawing attention to 
some of the objections which he personally feels to these procedures. He concludes this 
Liccture by giving an account of the technique which he now employs. The last three 
lectures are devoted to Diseases of the Liver, including “ Echinococcus Cysts, Abscess, and 
Chronic Jaundice.” The remaining abdominal organs are not included in the series. The 
volume contains a large number of illustrations, and is furnished with an index. 


The Heart in Early Life. By G. A. Sutherland, M.D., F.R.C.P. Pp. xvi -f 211. 

Price 6s. net, small 8vo. London : Henry Frowde and Hodder and Stoughton, 1914. 

This book “ deals with the clinical problems of cardiac disturbances and diseases during 
childhood and youth as they present themselves in the ordinary routine of practice.” 
Within recent years many advances have been made in the elucidation of the problems of 
cardiac pathology in adult life, and an attempt is here made to apply the same methods 
of investigation during childhood and youth. In the first section are described the various 
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functional disturbances, and amongst these irregularities of action occupy a prominent place, 
and their analysis by means of polygraphic tracings is fully considered. The majority 
of the forms of functional disturbance, such as rapid action, slow action, dilatation, and 
various subjective phenomena, are traced to a nervous origin outside the heart, rather than 
to any intrinsic weakness of the heart. The next section deals with the borderland between 
functional disturbance and organic disease, in which is placed a condition like paroxysmal 
tachycardia arising in an apparently healthy heart, but leading eventually to all the signs 
of complete cardiac failure. The third section deals with organic heart disease, and the 
outstanding influence of rheumatic infection in its production is emphasised. In childhood 
it is the active and developing lesions which fail to be considered as contrasted with the 
effects of past carditis and of chronic degenerative changes in adult life. The nature and 
significance of the cardiac signs and symptoms are discussed, and the prognosis and treat¬ 
ment are to be determined by a careful consideration of these signs and symptoms rather 
than from any objective evidences of the existence of valvular lesions. 

Notes on Dental Surgery and Pathology. By T. W. Widdowson, L.D.S.(R.C.8.Eng.). 
(Interleaved with blank pages for the reader's own notes and drawings.) Illustrated ; 
pp. xi -f 345. Price lOs. 6d., 8vo. London: John Bale, Sons and Danielsson, Ltd., 
1914. 

This book, while intended primarily for the use of students preparing for examination, 
is also designed to serve as a work of reference for the practitioner. The author states that 
“ the notes are a combination of his own observatioms and practical experience with a com¬ 
pilation from the standard works on dental surgery.” The field of dental surgery and 
pathology is dealt with. Details of operative procedure are for the most part omitted. The 
subject of dental caries is discussed at length, especially from the histological and bacterio¬ 
logical standpoint. The varieties of fractures of the jaws are mentioned in some detail, 
together with a description of the different forms of splints, accomi>anied by illustrations of 
each. Throughout the book most of the illustrations are diagrammatic which the author 
considers the best for teaching purposes, and it is intended that the reader should add his 
own notes and sketches, for which purpose blank pages are interleaved. There is a full index 
to the volume. 


On Pharmaco-thkrapy and Preventive Inoculation, applied to Pneumonia in the 
African Native, with a Discourse on the Logical Methods which ought to 
BE EMPLOYED IN THE EVALUATION OF THERAPEUTIC AGENTS. By Sir ALMBOTH E. 
Wright, F.R.S. Price 4s. Gd. net, 8vo. London : Constable and Co., 1914. 

This book consists of a report to the Witwatersrand Native Labour Association upon 
researches made under their auspices upon the treatment and prevention of pneumonia 
among African natives. The researches were of two kinds. In one is studied the influence 
of the drug introduced by ^lorgenroth—viz., ethylhydrocapreinhydrochlorate. Its effect 
upon the pneumococcus in vitro is compared with that of other antiseptics; the bactericidal 
effects of the blood serum of mice treated with the drug is compared with the effects of the 
serum of untreated mice ; and the bactericidal and opsonic effects of the blood serum of 
normal and of pneumonic natives after the ingestion of the drug are compared with similar 
effects of blood serum drawn off before such treatment. The second part of the report is 
devoted to the study of (a) tlie treatment and (b) the prevention of pneumonia by inoculation 
with pneumococcic vaccines. In the latter research several thousand natives in various 
mines received protective inoculations, but every other man presenting himself was left 
uninoculated, so that a complete system of controls was established. The subsequent 
incidence of pneumonia, and the number of fatal cases in the two groups, were carefully 
noted. There is also a full discussion of the relative values of the statistical method, and of 
what the author calls the experimental method, in researches of this kind. 
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Physiologie normale kt pathologique des reins (Clinique des voies urinaires, H6pital 
Necker). Par L. Ambabd. Diagrams and Illustrations; pp. iv -f 332. Price 15 fr. 
Paris : F. Gittler, 1914. 

A highly technical work representing the result of the author’s researches at the H6pital 
Necker in Paris, where he is the Chief of the Chemical Laboratory of the Urinary Clinic. 
He claims to have proved that the excretion of urea by the kidneys follows a rigorously 
mathematical formula, by departure from which he is enabled (by frequent analyses, thus 
avoiding the pitfalls spread by such fortuitous occurrences as the drinking of large quan¬ 
tities of liquid or increased diaphoresis from various causes) to estimate the degrees of 
functional activity of the kidneys. The author’s method has been practised at the H6pital 
Necker for the past three years, and it is claimed for it that it has proved itself superior to 
all others for diagnostic purposes. 


L’Appendicite, etude CLINIQUE ET CRITIQUE. Par Leon B^ieabd et Paul Vignard. 

Illustrated ; pp. xii + 878. Price 18 francs. Paris; Masson et Cie., 1914. 

The preface contains a brief historical and bibliographical survey of this subject, from 
which it appears that so long ago as 1759 a French surgeon, Mestivier, pubhshed an account 
of a case of appendicitis in the Journal deMedeciney Chirurgiey et Pharmacicj though probably 
in some measure out of deference to the traditional respect paid to the opinion of Dupuy- 
tren, who would not admit the relationship between perityphlitis and appendicitis, this 
relationship continued to be denied by all but the few until the publication of the researches 
of Fitz, of Boston, in 1886. In 1827 Melier, writing of diseases of the appendix, had said 
that, if it were possible to establish a certain diagnosis of such a lesion, one might conceive 
the possibility of being able to obtain relief by operative measures, though, considering the 
then dangers of surgical interference, the suggestion was not unreasonably disregarded. 
For a more detailed bibliography of the subject the reader is referred to the index annexed to 
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the treatise by Sprengel (Stuttgart, 1906). The work is divided into ten parts, embracing 
the anatomy and pathology of the appendix and neighbouring structures, and the clinical 
symptoms and complications of appendicitis, which latter are studied here at greater length, 
inasmuch as they are said to be somewhat neglected by other writers. Tlie question of 
treatment is discussed in the light of the latest information derived from articles in the 
press and the transactions of the various medical societies and congresses. The work is 
embellished with 158 illustrations. 


The Whole Art of Bandaging. By Thekla Bowser, with an Introduction by James 
Gantlib, M.A., M.B., F.R.C.S. Illustrated; pp. xii + 108. Price Is. net, small 
8vo. London : John Bale, Sons and Danielsson, Ltd., 1914. 

This booklet, intended for those who are learning the art of bandaging, describes the 
various uses to which the triangular and other bandages can be put, and is full of hints 
for emergencies. The author, for many years a nursing sister of the St. John Ambulance, 
claims that she has been enabled, by her experience in teaching bandaging, to detect 
and explain away some of those difficulties which her own pupils, and probably many others, 
are liable to encounter. 

Gas Poisoning in Mining and other Industries. By John Glaister, M.D.Glas., D.P.H., 
Professor of Forensic Medicine and Public Health in the University of Glasgow, 
Senior Medico-legal Examiner in Grown Cases for Glasgow and Lanarkshire, and 
David D. Logan, M.D.Glas., D.P.H., Surgeon to the Coltnesa Ironworks, Newmains. 
Illustrated ; pp. xii -f 471. Price 10s. 6d. net. Edinburgh : E. and S. Livingstone, 
1914. 

It has been said that while the nineteenth century was the era of the steam engine, the 
twentieth will be that of the gas engine; and with the extended use of gas in industrial 
occupations it is a fact that the number of victims of carbon monoxide poisoning already 
shows a decided increase. In these days of compensation for accidents, the subject of gas 
poisoning has assumed additional importance, yet there are few medical men who are com¬ 
petent from their own knowledge of this subject to testify as experts in medico-legal cases. 
The authors, each of whom from his own standpoint has had considerable experience of this 
speciality, attempt in this volume to focus within reasonable limits the present knowledge of 
the subject, which has met with comparatively scanty literary attention in this country. 
This compendium is intended to help practitioners of law as well as of medicine, and the 
more so since it includes a bibliography—mostly of Reports of Commissions and articles con¬ 
tributed to periodicals—extending over twelve pages. 

Elements of Surgical Diagnosis. By Sir Alfred Pearce Gould, K.C.V.O., M.S.Lond., 
F.R.G.S.Eng. Fourth Edition, revised and enlarged by the author with the assistance 
of Eric Pearce Gould, M.A., M.Ch.Oxon., F.R.G.S.Eng. Illustrated; pp. xiv -f 
723. Price 10s. 6d., small 8vo. London: Cassell, 1914. 

Sir Alfred Pearce Gould’s well-known “ Elements of Surgical Diagnosis ” now appears in 
a fourth edition. In the revision of it he has been assisted by his son. Some new illustra¬ 
tions and plates of skiagrams have been added, and it has been brought completely up to 
date. This has necessitated an entire re-setting, and a greater variety of type has been used 
in order to facilitate reference. The arrangement of the matter is first general and then 
regional. The aim of this book is to enable the student or practitioner to approach anv 
particular case from a scientific point of view and to prevent the reader from falling into any 
of those pitfalls that are caused by imperfect observations or unjustified generalisations. 
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Flies in Relation to Disease: Non-bloodsucking Flies. (Cambridge Public Health 
Series.) By G. S. Graham-Smith, M.D. Illustrated ; pp. xvi + 389. Price 128. 6d. net, 
8vo. Cambridge: Cambridge University Press, 1914. 

This book is intended to appeal to many classes of readers, entomologists, housewives, the 
man in the street, and above all to doctors. It gives information to all these classes, and, by 
a suitable arrangement of type, enables those who are unconcerned with technicalities to pass 
on to the next subject of general interest without anxiety as to having missed any vital point. 
The dangerous characteristics of the non-suctorial flies have received but scanty attention 
from the medical profession, perhaps because the iniquities of their suctorial cousins have 
been so prominently brought forward. The author presents a full account of the anatomy 
and physiology of the “ Busy, curious, thirsty Fly,” the friend of poets and the hero of 
nursery rhymes. The reader will learn all that is to be known about its humble, not to say 
degraded and filthy origin, and the really appalling fact that a well-fed domestic fly will 
deposit 224 times in twenty-two hours, the deposit being 179 times what the author calls 
“vomit,” and 46 times feeces. He will also learn about the favourite promenades for the 
hairy-legged fly, ranging from the foullest human excreta and garbage of all kinds to our own 
foodstuffs, and will have brought before him* strong evidence that non-suctorial flies are 
important agents in transmitting typhoid, summer diarrhoea, cholera, and many other 
diseases. If the poet had known he would never have written, “ Freely welcome to my cup, 
could’st thou sip and sip it up.” The author prophesies that we shall some day be aroused 
from our extraordinary supineness with regard to these enemies in our midst and attack them 
with method and vigour. He discusses fully what methods may be adopted, and describes 
the manner in which Nature attempts to limit their number by means of various parasitic 
diseases. The book concludes with twenty-four pages of bibliography. 

Mandeij db Cystoscopib. Preface par le Professeur P. Legueu (Clinique des voies 
urinaires, H6pital Necker). Par E. Papin. Illustrated; pp. vi -h 327. Price 15fr. 
Paris: P. Gittler, 1914. 

* This is a manual of cystoscopy giving full details of the practical technique of that 
operation, but purposely omitting ail considerations of the conditions and symptoms which 
make such measures necessary. It represents the course of elementary instruction given to 
students (there is a secondary and more advanced course) at the H6pital Necker, in Paris, 
b>’'the author, who is the chief of the Urinary Clinic. After describing the various forms of 
cystoscope and other necessary instruments and appliances, illustrations and photographs are 
given of the normal appearances and various pathological changes to be looked for in making 
the examination. Attention is then directed to the ureters and the method of ureteral 
catheterisation, followed by an explanation of the points to be derived from examination of 
the urine thus obtained. This is essentially a guide to the use of the cystoscope, and it is 
somewhat surprising to read in the introduction that it is the only work of its kind in the 
French language. 

Practical Nursing : A Text-book for Nurses. By Anna C. Maxwell and Amy E. Pope. 
Third edition. Illustrated; pp. xvi -f 864. Price 7s. Gd. net. New York and 
London : G. P. Putnam’s Sons, 1914. 

A text-book of practical nursing for nurses by nurses, containing descriptions of the 
ordinary routine of bed-making, care and cleansing of the patient, and the more technical 
duties of administering baths, douches, and enemata ; of catheterisation, lavage, gavage, 
and nasal feeding, the application of local medicaments and giving of medicines, and the 
preparation of patients for the various operations. There are also directions for bandaging 
and dressing wounds, and hints for the ordinary emergencies. Rather more ambitious in 
intention are the chapters on “Bacteriology,” “The Symptoms and Practical Signs of 
Disease,” and “ A Synopsis of some of the more Important Diseases.” There is also a short 
account of “ Food and Infant Feeding,” and six pages upon massage. An index is mentioned 
as among the contents, but finds no place in the volume. 
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A Text-book of Insanity and other ^Iental Diseases. By Charles A. Mercieb, 
M.D., F.R.C.P. Second edition. Pp. xx -f 348. Price 7s. Cd. net. London; 
G. Allen and Unwin, Ltd., 1914. 

This is the second edition of a work, published twelve years ago, which was primarily 
intended for the use of students of medicine as an introduction to the study of insanity, to 
give them a general notion of the subject without going into much detail, and incidentally to 
be of use to them in examinations. We arc told in the Preface that the first edition had 
become the text-book in use in most of the universities. This enlarged edition, while still 
retaining its former purpose, is intended also for those, now much increased in number, 
who devote themselves temporarily or permanently to the special study of insanity. The 
bulk of the work consists of Part II, which embraces “The Forms, Types, and Kinds of 
Insanity,” extending to just over 200 pages. There is no index. 


The Salvarsan Treatment of Syphilis in Private Practice, with some Account of 

THE ^loDERN METHODS OF DIAGNOSIS. By G. Stopford-Taylor and R. W. McKenna. 

Illustrated; pp. 92. Price 5 s. net, 8vo. London: W. Heincmann, 1914. 

This gives a resume of the conditions for which salvarsan should be administered, and 
points out fully all the practical details which should be attended to in its administration. 
The book commences with instructions as to the best practical way of demonstrating the 
presence of spiroclnetes in syphilitic patients. For the Wassermann reaction they employ 
Fleming’s modification of the reaction, using an alcoholic extract of guinea-pig’s heart as an 
antigen, and note that the reaction may also occur in patients with leprosy or scarlet 
fever, and also shortly after an aine^thetic ; as well as by syphilitics. They are strongly in 
favour of the intravenous method of administering salvarsan, and describe all the technical 
details to be attended to. All reference to neo-salvarsan is omitted ; yet this drug has the 
advantage not only of being less toxic, but it can also be injected into the veins in a small 
quantity of saline without any elaborate preparations. They have found it ueces.sary to 
deny the salvarsan treatment to only three patients out of 400. It is Ehrlich’s opinion that 
there is no case yet on record in which a fatal issue can fairly be attributed to the use of 
salvarsan alone. The authors are of opinion that its use should always be combined with 
a weekly injection of grey oil for ten or twelve weeks. 


Dreams. By Henri Bercjson ; translated, with an Introduction, by Edwin E. Si.osson. 

Second Impression. Pp. G2. Price 2s. Gd. net. London : Fisher Unwin, 1914. 

The theory advanced by the author is, in brief, that all dreams arise from stimulation of 
the special sense organs, and those of peripheral and visceral sensibility. But “the forma¬ 
tive power of the materials furnished to the dream by the different senses, the power which 
converts into precise, determined objects the vague and indistinct sensations that the dreamer 
receives from his eyes, his ears, and the whole surface and interior of bis body, is the 
memory.” “ The mechanism of the dream is the same as that of normal perception.” In 
the waking state, when we perceive a real object, we merely see a sketch of it . . . which 
appeals to the complete memory, and this which by itself was either unconscious or simply in 
the thought state profits by the occasion to come out. In the waking state the memories 
aroused by a perception are always closely associated with our present situation, our present 
occupation, our present action. But in dreams we become (Uninterested in the present 
situation, in the present action -in short, in all which previously has guided memory. The 
result of a sensory stimulus during sleep is a crowd of phantom memories which aspire to fill 
themselves with colour, with sonority—in short, with materiality. “ But the only ones that 
succeed are those which can assimilate themselves with the colour-dust that we perceive, 
tlie external and internal sensations that we catch, &c., and which, besides, respond to the 
effective tone of our general scuisibiliiy.” “ When thi> union is effected between the memorv 
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and the sensation 'we have a dream.” Dreams are incoherent because a peripheral sensation 
may excite very different memories which suit the same sensation. For instance, there may 
be in the field of vision a green spot with white points. This may suggest a lawn spangled 
with white flowers, or a billiard-table, or a host of other things. These different memory 
images, all capable of utilising the same sensation, chase after it. Sometimes they attain it 
one after the other, and so the billiard table becomes a lawn, and we watch these extra* 
ordinary transformations. The law that regulates the reappearance of memories in 
profound slumber may be very different. We know almost nothing of this profound slumber. 
The dreams that All it are, as a general rule, the dreams which we forget. It is upon this 
profound slumber that psychology ought to direct its efforts, not only to study the mechanism 
of unconscious memory, but to examine the more mysterious phenomena which are raised by 
“ psychical research.” If telepathy influences our dreams^ it is quite likely that in this 
profound slumber it would have the greatest chance to manifest itself. We have attempted 
very briefly to sketch the main points of the author’s thesis, but for his argument we must 
refer readers to the book itself. 


Chemistry and its Borderland. By Alfred W. Stewart, D.Sc. With 11 illustrations 
and 2 plates ; pp. x -f 314. Price 6s. net. London : Longmans, Green and Co., 1914. 

This is an account of some of the recent developments in chemistry, written in simple 
language, and free from chemical symbols, for non-technical readers. The book may be 
divided into four sections: In the first (Chapters I-III) an attempt has been made to show 
how chemistry has internally split into various subdivisions, while, simultaneously, it has 
expanded into other fields, and has lent the aid of its methods to other sciences and to 
industry. The second section (Chapters IV-VII) contains explanations of various chemical 
subjects (inter alia^ the colloids and the spectroscope), each of which has developed on more 
or less independent lines. The next section (Chapters VIII-XIl) deals with radium, niton,, 
transmutation, and the various problems of the structure of matter. The final section 
(Chapters XlII-XV) is intended to give some insight into the methods and organisation 
of modern research \vork, both on the technical and the human side; and a few selected 
instances are given of investigations which at first sight appeared to be of merely academic 
interest, but which have actually laid the foundations of far-extending industries which 
provide employment for thousands of workers. 


The Progress of Scientific ChemIvStry in our own Times, with Biographical Notices. 

By Sir William A. Tilden, P.R.S. Second Edition. Pp. xii 4 366. Price 7s. 6d. net. 

London : Longmans, Green and Co., 1913. 

This is the second edition of a work originally intended to give to students and general 
readers a clear statement of the successive steps which have led to the system of theory 
generally accepted by chemists at the present day. Preserving the fundamental idea of the 
earlier edition, it commences with a i)eriod coincident with the accession of Queen Victoria; 
when Liebig’s teaching was beginning to bo felt; though in a cursory intrcductory survey 
one is reminded that scientific chemistry dates back to llobert Boyle (1627-1691), before whose 
time what was then called chemistry or alchemy was but a confused mass of observations, 
largely erroneous, and of hypotheses, mainly groundless, the two principal objects of inquiry 
being the production of gold and the elixir of life. In 1837 Liebig was at the height of his 
fame, having already inaugurated the systematisation of organic chemistry, which thus for 
the fir.st time came to be regarded as “the chemistry of compound radicals.” There is a 
chapter on radio-activity, and a chronological table of important events in the history of 
chemical progress. 
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Outlines of Zoology. By J. Arthur Thomson, LL.D. Sixth Edition, Revised. 

424 illustrations; pp. xxii 4- 866. Price 12s. 6d. net. Edinburgh and London : Henry 
Frowde and Hodder and Stoughton, 1914. 

This is the sixth edition of a work intended for the use of students of zoology in the 
lecture room, museum, and laboratory. The first part contains chapters on Physiology, 
Morphology, Embryology, and Palapontology ; following which the main part of the volume 
is devoted to a description of the Invertebrates and Vertebrates; and the two concluding 
chapters to the Geographical Distribution of Animals and the Theory of Evolution. There 
is an earlier resume of the Doctrine of Descent, and a final appendix containing a 
bibliographical survey of works on the various branches of zoology mentioned above. It is 
copiously illustrated. 

Psycho-pathology of Everyday Life. By Professor Dr. Sigismund Freud. LL.D. 
Authorized English Translation, with Introduction, by A. A, Brill, Ph.B., M.D. 
Pp. 342. Price 12s. 6d. net. London : Fisher Unwin, 1914. 

This volume is a translation of the fourth Gorman edition of Professor Freud's well-known 
work. The translator, Dr. A. A. Brill, Chief of the Clinic of Psychiatry, Columbia University, 
who has recently published a translation of “The Interpretation of Dreams ” by the same 
author, reminds us in his preface that Professor Freud, while tracing back from the abnormal 
to the normal state of mind, found “how faint the line of demarcation was betw-een the 
normal and neurotic person, and that the psycho-pathologic mechanisms so glaringly observed 
in the psycho-neuroses and psychoses could usually be demonstrated in a lesser degree in 
normal persons.” The psycho-pathology of everyday life is a study of the common faulty 
actions of daily experience, such as the forgetting of names and the order of words, the 
mistakes in speech, reading and writing, erroneously carried out actions, and forgetting of 
impressions and resolutions. Other chapters deal with Errors, Determinism, and Super¬ 
stitious Beliefs. This study is complementary to Freud’s other works, and in its observation 
of the complex problems of human nature, claims to demonstrate the link between normal 
and abnormal mental states. There are numerous interesting cases and anecdotes in this 
book. Some of these have been introduced by the translator in place of the original cases 
which linguistic difficulties w'ould have rendered incomprehensible to English readers. It is 
worth noting, in view of much criticism that has been levelled against Freud’s work, that ho 
himself makes no claim that the forgetting —e.g., of proper names—may not be of a simple 
nature, or that it necessarily carries with it an indication of unconscious mental processes. 
On the other hand, Freud gives strong grounds, in this work, for his belief that most 
instances of faulty memory and action are “ motivated ” by the mechanism of repression. 

The Curves op Life ; being an Account op Spiral Formations and their Application to 
CIrowtii in Nature, to Science and to Art; with special reference to the 
Manuscripts of Leonardo da Vinci. By Theodore Andrea Cook, M.A., P.S.A. 
Pp. XXX -f 419. Price 12s. Gd. net. London : Constable and Co., 1914. 

This work is a vast accumulation of records of what the author calls spirality, that is, the 
occurrence of spiral formations in Nature and Art, illustrated by a certain amount of geo¬ 
metrical and mathematical references. It is an inexhaustible subject, and one in which, as 
might be anticipated, generalisation cannot go liand in hand with observation. Very special 
reference is made to Art, and above all to the manuscripts of i.eonardo da Vinci. Excluding 
occasional references to spiral-shaped micro-organisms, the part that concerns the medical 
profession is included in one short chapter, the thirteenth, the headirigof which is as follows: 
“ Natural objects do not consciously produce spirals—Deviation from mechanical accuracy— 
Spiral formation of upper end of thigh-bone - Growth and change—Corresponding structures 
in birds and mammals—Conical spiral of cochlea—Spiral formations: Umbilical cord, 
skin, muscular fibres of heart, tendo Achillis, the humerus (torsion), ribs, joints, wings 
and feathers, eggs, animalcul®.” There arc several plates and numerous illustrations in 
the text. 
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SUPPLEMENT 

(VoL. VIII, No. 8, January, 1915). 


NOTES ON BOOKS. 

[The purpose of these ** Notes" is neither to praise nor to blame, but merely to draw 
attention to some of the new books and new editions which have been added to the 
Society's Library ,— Ed.] 

The Lbttsomian Lbctubeb' on Dybehtbby. Delivered before the Medical Society of 
Liondon, 1914. By P. M. Sandwith, M.D., P.R.C.P. Pp. 72. London : The Lancet, 
1914. 

These three lectures deal with the history of dysentery, and give a practical account of the 
present state of our knowledge as to its pathology and treatment. In the historical portion 
the marked association of the disease with famines and wars is well brought out. In the 
American Civil War there were 37,794 deaths from dysentery and diarrhoea, a mortality of 
nearly 30 per cent, of total deaths, and in the South African War there were 38,108 cases with 
1,342 deaths—i.e., 3*6 per cent. It is only in the last twenty years that it has been generally 
admitted that dysentery is a water-borne disease. It is now recognised that the endemic 
type of disease is associated with the Entamoeba histolytica^ and that this is the form 
which gives rise to hepatic abscesses. The clinical and experimental evidence of this is 
fully set out. The history is given of the various treatments which have been advocated 
from time to time, including the original use of ipecacuanha, later followed by the use 
of the de>emetised drug, and, finally, last year the proof by Sir Leonard Rogers of the 
extraordinary value of emetine hydrochloride as a curative agent. The epidemic, which is 
the type that is usually met with in wars, famine, and asylums, is bacillary in origin, Shiga’s 
bacillus being a common cause; the clinical distinction of this form from the amoebic 
type is still obscure, and the efficacy of emetine in its treatment is much less marked. Such 
cases do better with magnesium sulphate, sulphur, cyllin, and antidysenteric serum. The 
author lays great stress on the spread of infection by carriers—i.e., people in perfect health 
who yet are passing faeces infected with dysentery. He refers to several oases where such 
patients, especially when their duties led them to handle food, had infected several members 
in a household. The danger of files in spreading infection is now well recognised; still by far 
the commonest medium of infection is soiled fingers. 

A Tbbatisb on Diseases of the Rectum and Anus. By A, B. Cooke, A.M., MJJ. 
Pp. xvi + 619. Price 2ds. 6d. net. Philadelphia : P. A. Davis Company-j-fendon : 
Stanley Phillips, 23, Creighton Road, Queen’s Park, N.W., 1914^^^^"-^^^^ 

The first sixteen chapters, embracing the more ordinary-^Ehdless severe diseases of the 
anus and rectum, were written about twenty years ago by Dr. Cooke, who, having revised 
them recently, assumed the editorship of this treatise. The remaining half of the volume 
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is supplied by various contributors, each of whom is responsible for his section of what, in the 
whole, forms a system of proctology. It is claimed that the result represents the most 
authoritative teaching upon the subject, and the work contains numerous illustrations. 
Chapter XXI (“Extirpation of the Rectum **) is prefaced by a brief historical resume of the 
evolution of this operation. 


Medical Diagnosis. By Arthub Latham, M.A., M.D.Oxon., F.R.C.P.Lond., and James 
Torrens, M.B., B.S.Lond., M.R.C.P.LoDd. Illustrated; pp. xii + 641. Price 16s. 
net. London : J. and A. Churchill, 1915. 

In the preface we are informed that there have been repeated requests from both students 
and practitioners for a book which contains, in concise and accessible form, the clinical 
information, together with the more ordinary laboratory details necessary for the purpose 
of making a scientific diagnosis in medical cases. And, since the information it contains 
is equally complete, simple in arrangement, and easily referred to, this volume appears 
adequately to supply the predicated want. As a good specimen of the method which has 
been adopted by the authors may be instanced the article upon anthrax, the symptoms of the 
three varieties of which, tabulated as (1) malignant pustule, acquired by inoculation, (2) wool- 
8orter*s disease, acquired by inhalation, and (3) splenic fever, acquired by ingestion, are 
separately described ; to which are added an explanation of the differential diagnosis between 
the two latter forms, and suggestions for the examination of the blood and urine for the 
bacillus, a photographic illustration of which is given. The whole article, illustration 
included, occupies less than two pages, an example of the concise precision which charac¬ 
terises the authors* scheme. The volume embraces the whole practice of medicine in a little 
over 600 pages, commencing with the specific infective and tropical diseases, aud proceeding 
to diseases of the blood, the cardio-vascular system, the respiratory and alimentary tracts, 
the nervous system, and finally to those of the skin. The work is replete with bacteriological 
photomicrographs, cardiograms, temperature charts, and plates of urinary deposits ; while 
the localisation of the functions of the brain and spinal cord is made clear by means of 
several original and instructive diagrams which form a valuable addition to the letterpress. 
There is a useful index. 


Science and Religion. By Seven Men of Science: Sir Oliver Lodge, Professor J. A. 
Fleming, Professor W. B. Bottomley, Professor Edward Hull, Dr. J. A. Harkeb, 
Professor Sims Woodhbad, Professor Silvanus Thompson. Portraits. Price Is. net. 
London : W. A. Hammond, 1914. 

Tl^e views of seven representative men of science are contained in this little volume, 
where one may read, in concise and easily understood language, the convictions of some 
of the leaders of modern scientific thought. Professors of geology, biology, psychology, 
and electricity, one and all subscribe to the declaration that the materialism of Haeckel 
and the agnosticism of Huxley have been abandoned by them ; and that the physical energy 
of matter, the vital energy of organic life, and the psychical energy of the intellect are to 
be regarded as the products of Evolution, emanating from that “ infinite and eternal energy, 
from which,*’ according to Spencer, “all things proceed,** and leading (perchance) to a 
greater perfection of mind and matter in the ages to come. This last stage of evolution, 
not yet within the compass of science, is that of spiritual energy, spiritual vitality, the 
survival of existence, immortality. “I tell you,*’ says Sir Oliver Lodge, “with all the 
strength of conviction I can muster, that we do persist (after death); that people still 
take an interest in what is going on, that they still help us, that they know far more about 
things than we do, and that they are able from time to time to communicate ** (page 25). 
“ My conclusion is that survival of existence is scientifically provable by careful scientific 
investigation ” (page 27). 



17 


Lectubbs on Housing. The Warburton Lectures for 1914. By B. Sbbbohm Rowntbee 
and A. G. PiGOU. Pp. 70. Price Is. 6d. net, 8vo. Manchester: University Press, 1914. 

These lectures were delivered under the provisions of the Warburton Trust at Manchester ; 
that by Mr. Rowntree on November 27, 1913, and that by Professor Pigotf on January 19, 
1914. The former deals very fully with the housing problem, and as measures for solving it 
advocates the expansion of the minimum wage policy, the decasualisation of labour, the 
compulsion of town planning, with a restriction on the number of houses per acre, the pro¬ 
vision of adequate transit facilities in all towns, and making it the statutory duty of all towns 
to see that their inhabitants are satisfactorily housed. Professor Pigou discusses the question 
from the aspect that it is the duty of a civilised state to lay down certain minimum conditions 
in every department of life, below which it refuses to allow any of its free citizens to fall. 


Physics : An Elementaby Text-book fob Univebsity Classes. By C. G. Knoit, 
D.Sc.Edin., F.R.S.E. Third edition. Pp. 870. Price 7s. 6d. net, small 8vo. 
London and Edinburgh : W. and R. Chambers, Ltd., 1913. 

In this new edition the work has been carefully revised and has been amplified, a new 
chapter having been added on the electron theory and radio-activity. In other lines of 
physical research, also, recent advances are dealt with. 

i 

DentaIj Microscopy. By A. Hopewell-Smith, L.R.C.P.Lond., M.R.C.S.Eng., L.D.S.Eng. 
Third edition, revised and enlarged. Illustrated; pp. xxxiv -f- 216. Price 15s. net. 
London: John Bale, Sons and Danielsson, Ltd., 1914. 

The third edition of this handbook remains substantially the same as the previous one, 
the author considering that ** the Art and Science of Dental Microscopy has not advanced 
very greatly during the last fifteen years.” The chapter on staining has been considerably 
enlarged to include the recent methods of Mummery and others, but as the author does not 
recognise the epoch-making results of the above-named investigator’s work, no mention is 
made of the nerves of the dentine, and, although the plates have been entirely re-drawn, no 
new ones have been added depicting the results which led Mr. Mummery to his conclusions. 
Several of the original illustrations in the text have been omitted from this edition, chiefly 
those dealing with histological and bacteriological apparatus. 

Principljes and Practice op Operative Dentistry. By John Sayre Marshall. Fourth 
edition. Illustrated; pp. xxvii + 698. Price 21s. net, 8vo. Philadelphia and 
London: J. B. Lippincott Co., 1914. 

In the fourth edition of this work is presented a Comprehensive text book of the science 
and art of dental surgery, excluding, however, the subject of irregularities of the teeth, which 
the author considers a separate speciality. Recent microscopical researches are fully referred 
to in the*chapters on the histology of the dental tissues, including Mummery’s investigations 
demonstrating the existence of nerve-fibres in the dentine. This section of the book is 
supplied with reproductions of photomicrographs of the various dental tissues and of the 
process of development of the teeth. The important subject of the prevention of dental 
caries has received special attention, especially with regard to the influence of the various 
foods, and the observations of Gies, Pickerill, and Sim Wallace in this connexion are all 
enumerated. The introduction of nitrous oxide and oxygen ** analgesia,” or, as the author 
prefers to call it, peripheral anaesthesia,” is referred to, and a caution added as to the 
possible dangers of the indiscriminate use of this method. A chapter on electro-therapeutics 
has been added, dealing with the uses of the galvanic and faradic currents in dentistry, 
especially the application of the former in morbid conditions of the pulp and periodontal 
membrane, and as a means of diagnosis in determining the vitality of the pulp. Apart from 
these additions, the general plan and details of the book remain the same as in the previous 
editions. 
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Pastbub and after Pasteur. By Stephen Paget, F.R.C.S. Pp. xiv + 152. Price 3s. 6d., 
small 8vo. London : Adam and Charles Black, 1914. 

When the grave closed over the mortal remains of Louis Pasteur, Nature lost a friend and 
Science mourned a genius. Pasteur’s discovery of molecular dissymmetry, leading as it did 
to the elucidation of the problem of fermentation, laid the foundation of all his future success. 
The irrefutable proof that fermentation, decomposition, and putrefaction are the results, not 
of any creative constituent of the air itself, but of bacteria derived from extraneous sources, 
enabled him, in 1864, to expound the germ theory in one memorable phrase: “ La vie, d'est 
le germe, et le germe dest la vie.’* Darwin had said : “ The origin of life I As well might one 
argue upon the origin of matter,*’ and Pasteur was of the same opinion. He quietly proved 
a negative, by showing that a liquid really sterile, exposed to air really sterile, will remain 
sterile; the old theory of spontaneous generation was henceforth dead and buried. The 
result of his studies in fermentation had enabled him to revolutionise the manufacture of 
wine, beer, and vinegar; he had saved the silk trade by the discovery of the cause of silk¬ 
worm disease ; and he thereupon proceeded to the investigation of anthrax, to which 5 per 
cent, of the cattle and 10 per cent, of the sheep in France had yearly fallen victims. Thence 
he turned to the study of rouget (swine disease) and fowl cholera, in the course of which 
latter research he advanced from the making of cultures to their attenuation, thus evolving 
the principle of immunisation which has already preserved the lives of myriads of the human 
race, and has made the name of Pasteur immortal. Finally he devoted himself to rabies, 
the preventive treatment of which was his last personal achievement. ** Si favais Vhonneur 
d'etre chirurgieut*' was his one lament, as if he had not done enough ; though, in fact, it 
was he who had cleared the ground for Lister and others, and had made possible the pro¬ 
tective treatment of tuberculosis, diphtheria, cholera, plague, typhoid fever, and malaria. 
Everyone should read Radot’s “ Vie de Pasteur,” in French if possible, to which this little 
volume, the hrst of a series of medical history manuals, forms a fitting introduction; and 
those who would become imbued with the spirit of the master who is revered by not a few 
as '^the greatest scientific genius of all time, should visit his tomb in the chapel of the 
institute in Paris which bears his name, on whose walls, decorated with hops, vines, 
mulberry-leaves, and the figures of cattle, sheep, dogs, and poultry, may be read the names 
of his great discoveries, and over which are watching the four white angels of Faith, Hope, 
Charity, and Science. Louis Pasteur died, crucifix in hand, beloved of all men; the very 
animals, could they speak, would bless his memory. 


Quain’s Elements of Anatoot. Editors: Sir Edward Albert Schafer, LL.D., P.R.S., 
Johnson Symington, M.D., F.R.S., and Thomas Hastib Bruce, M.D. Eleventh 
edition. In four volumes. Vol. IV, Parti: Osteology and Arthrology,** by T. H. 
Bryce. Illustrated; pp. viii -f 329. Price 128. 6d. net, large 8vo. London: 
Longmans, Green and Co., 1916. 

This first part of the fourth volume of “ Quain’s Anatomy ” forms a text-book complete 
in itself. The order of description in the first part dealing with osteology is that of the 
skeleton and bones generally, vertebral column, thorax, bones of the head, upper limb and 
lower limb, concluding with morphology of the limbs. The second half, arthrology, is 
arranged under articulations in general, followed by those of the trunk and head, upper limb, 
pelvis and lower limb. The Basle nomenclature is very largely employed; the English 
equivalents are principally used in the text, and the Latin forms given on the figures. The 
woodcuts of the bones that appeared in the tenth edition have been reproduced; some fresh 
figures have been added in the osteology section. A new feature in the section on arthrology 
is a set of new coloured plates. Another fresh feature in the work is the addition of a 
bibliographical appendix of the more recent literature on osteology, which is very extensive, 
consisting principally of brief papers and annotations. 
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A CORRECTION. 

pRACTiCAi. Nursing : A Text-book fob Nurses. By Anna C. Maxwell and Amy E. Pope. 
Third edition. Illustrated; pp. xvi + 864. Price 7s. 6d. net. New York and 
London : G. P. Putnam’s Sons, 1914. 

In our note on this book we referred to the absence of an index, but the publishers 
inform us that an imperfect copy bad been accidentally sent to us, and we have now received 
a copy containing an apparently adequate index of some eight pages. 


Serology op Nervous and Mental Diseases. By D. M. Kaplan, M.D. Pp. 346. 

Price 15s. net. Philadelphia and London: W. B. Saunders and Co., 1914. 

From tbe preface we learn that there is no American work covering the subject of the 
serology of nervous and mental diseases, and that a collection of the articles which have 
appeared in various medical periodicals is a serious requirement. Lumbar puncture with 
the object of obtaining cerebrospinal fluid, and its examination as an aid to diagnosis, is 
nowadays a frequent procedure ; and the first part of this volume contains an exposition of 
the technology of the operation and the interpretation to be placed upon the chemical and 
morphological findings. The chapter on the technique of the Wassermann reaction con¬ 
cludes with the author’s opinion, of which, as that of an experienced aerologist, due notice 
should be taken, that ** the chief function of the laboratory worker is not so much to detect 
every luetic subject as to protect the non-syphilitic individual from a wrong diagnosis and 
useless treatment ” (p. 82); and, with this object in view, he urges that when submitting 
a serum for analysis, it is important, in order to obtain an imbiased opinion from the 
laboratory, to withhold the clinical findings in the case ” (p. 81). Parts II and III are 
devoted to the serology of nervous and mental diseases of syphilitic and non-syphilitic origin 
respectively, and Part IV to the therapeutical use of salvarsan. There are several illus¬ 
trations demonstrating the technique of lumbar and veni-puncture, and others of various 
apparatus, &c. ; and the volume concludes with a useful bibliography extending to 70 pages, 
and an index of contents. 

F— 12 



20 


An/emia and Resuscitation : An Expebimental and Clinical Research. By George 
W. Grile. Pp. xvi 4- 305. Price 21s. cet. New York and London: D. Appleton 
and Go., 1914. 

Prom the preface we learn with satisfaction that it has seemed best to the author to 
publish in detail the experiments upon anaemia and resuscitation which have been conducted 
in his laboratory, so that other workers may be saved unnecessary repetition. These experi¬ 
ments comprised the systematic investigation of the comparative effects of total anaemia upon 
different organs and tissues, end the extent of duration of that condition which these will 
respectively endure ; whence the author has been led to the conclusion that such power of 
endurance is in (inverse) proportion to the delicacy of the function of the viscus or tissue 
involved (p. 250). We are reminded in the preface that, since the continued normal action 
of the heart and lungs is dependent upon the activity of the brain, the presence or absence, 
as well as the degree in duration of anaemia of the latter organ, decides the possibility of 
resuscitation; and also that it has not been sufficiently appreciated that, in regard to the 
resuscitation of the body as a whole, the greatest and most essential difficulty is to overcome 
the anaemia of the brain. The technique of the various methods of heart resuscitation with 
this object is given in detail; of which it has been found that the most efficient means of 
re-establishing the cerebral circulation is by the use of saline-adrenalin infusion towards the 
heart, combined with rhythmical pressure upon the thorax. There is a useful bibliography. 

Blood-pressure: Its Glinical Applications. By George William Norris, A.B., M.D. 
Pp. viii -f 871. Price 12s. Cd. net. Philadelphia and New York: Lea and Pebiger, 
1914. 

The author’s endeavour has been to present in a condensed and practical form the subject 
of blood-pressure, much of the literature of which is to be found scattered among the medical 
periodicals oi various countries. Having described the physiology of normal human 
blood-pressure and the definitions which are generally accepted (the term “mean pressure” 
seems to be used by authors in different senses), he proceeds to its estimation by various 
instruments and methods. Parenthetically it is interesting to note that the first exact 
measurements of blood pressure were published as long ago as 1733 by the Rev. Dr. Stephen 
Hales in his “Statical Essays*’; an author whose philosophical ingenuity designed a 
system of ventilation, and whose clerical and quasi-medical knowledge found expression in 
“A Friendly Admonition against Brandy,” which, he says, “coagulates and thickens the 
blood, and contracts the narrow vessels,” &c. The variations of blood-pressure in the 
infectious diseases, in conditions consequent upon the exhibition of poisonous substances 
(e.g., lead, morphine), and in diseases of the nervous system, are described in the chapters 
following, one of which refers to the effects of drugs and glandular extracts upon the 
circulation. Ghapter XVII treats of blood-pressure in surgery and obstetrics, and com¬ 
mences with the suggestion that “ readings should be made in all cases in which anaesthetics 
or surgical procedures are employed, both before, and if possible during, as well as after 
the operation. Arterial hypertension will often indicate the presence of renal disease, when 
the routine urine examination fails to reveal it.” 

Artificial Parthenogenesis and Fertilisation. By Jacques Loeb. Pp. x + 312. Price 
10s. net, 8vo. Illinois : University of Ghicago Press, 1913. 

This is a supplemented and revised edition of a work, published in German and translated 
into English by King, in 1909, containing an analysis of the mechanism by which the sper¬ 
matozoon causes the development of the egg ; which analysis has been made possible by the 
discovery of the power to imitate the action of the spermatozoon by physico-chemical means 
—i.e., artificial parthenogenesis. Whereas the unfertilised egg dies in a comparatively short 
time, the fertilized egg lives indefinitely, since it gives rise not only to an individual, but 
may produce an endless series of generations. The act of fertilisation is, so far, the only 
known means by which the natural death of a cell can be prevented, and experiments on the 
mechanism of fertilisation are, in reality, efforts to determine the causes of the prolongation 
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of cell life. The effects of the spermatozoon upon the egg are both developmental and 
(paternally) hereditary, of which the developmental effect can be produced upon the egg of 
one animal by the spermatozoon of quite different species, but end only in the production of 
the original typo of the egg, not the paternal typo of the spermatozoon. It is to the study of 
this developmental effect of the spermatozoon, or rather of the physicO'Chemical forces which 
are known to be substituted for the spermatozoon—i.o., artificial parthenogenesis—that this 
work is devoted. The process by which the forces of hypertonic sea-water were proved to be 
an effective substitute for the spermatozoon is described in detail, together with the author's 
later discoveries as to the causes of the formation of the vitelline (fertilisation) membrane, 
which is the essential step towards development. 

Thb !Eably Diagnosis op Heabt Failure, and otheb Essays on the Heabt and Cibcu- 

LATION. By T. Stacey Wilson, M.D.Edin., P.R.C.P.Lond., B.Sc.Edin. Illustrated ; 

pp. XX -f 617. Price 128. 6d. net, 8vo. London : Smith, Elder and Co., 1915. 

This book of nearly 600 pages consists of a number of essays, written during the last 
twenty years, dealing chiefly with heart failure; and they have especial reference to the 
diagnosis of this condition both by clinical methods and by the observation of symptoms. 
The subject is discussed in very much more detail than is possible in the ordinary text-book. 
The first essay occupies one quarter of the book, and is devoted to the early diagnosis of 
heart failure at different periods of life, and in different conditions of the heart's muscular 
substance. Other essays have reference (a) to varying positions of the diaphragm, as guides 
to the condition; (b) to variations in the hepatic dullness as an index of the heart’s capa¬ 
bilities ; (o) to overstrain of the heart; (d) to displacement of the heart under varying con¬ 
ditions ; and (e) to anaemia and pallor as related to heart failure. One essay is largely 
devoted to a study of the causation of the systolic pulmonary murmur of anaemia; another 
to the so-called third sound of the heart; and another to a case of arrhythmia, which bears 
strongly on tbe venous pulse and the action of the auricles. The essays raise extremely 
important questions, and will be of great interest to anyone who has had a little experience 
in the study of cardiac cases. The author does not discuss the treatment of heart failure. 
The book is very fully illustrated by diagrams and photographic plates of the results of 
percussion of the heart, lungs, and liver, and by tracings of the arterial and venous pulses 
and of the heart's beat. 

A Medical Dictionaby fob Kubsbs. By Amy E. Pope. Pp. 288. Price 7s. 6d. net. 

New York and London: G. P. Putnam’s Sons, 1914. 

The purpose of this book is to provide a medical dictionary containing a detailed 
definition of the words and terms which are of special importance to nurses. It does not 
profess to contain all those which are usually included in medical lexicons, but it is con¬ 
tended that those which are omitted are not likely to be looked for or commonly met with 
by nurses. A list of the abbreviations usually employed in prescriptions, with an explana¬ 
tion of their respective meanings; the chemical symbols of the commoner compounds and 
a table of the elements ; another of the poisons, with their symptoms and antidotes; a 
descriptive list of the prefixes and suffixes attached to medical terms; a comparison of the 
readings of Centigrade and Fahrenheit, and tables of weights and measures are appended; 
and the contents of the volume are completed by a summary of the average composition of 
common American food-products. The compiler is already known, more especially in 
America, as the author of several elementary books for nurses, and her experience of 
teaching enables her to make judicious choice of the words and subjects which are most 
likely to present difficulties to nurses in general. 

Squibe’s Pocket Companion to the British Phabmacopckia. By Peter Wyatt Squire. 

Second edition ; pp. xvi-f 1040. Price lOs. 6d. net. London: J. and A. Churchill, 1915. 

The previous edition of Squire's Pocket Companion, which was published in 1904, arose 
out of the need for a more handy volume than the original Squire’s Companion, which had 
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attained great bulk. It was therefore thought advisable to publish two separate books, of 
which the smaller Pocket Companion gives information specially suited to the practitioner 
and dispenser on such matters as commonly arise in the ordinary course of prescribing and 
dispensing; while the larger Companion combines the information embodied in the smaller 
work, with notes on improved pharmaceutical processes, criticisms of official tests, Ac. The 
alphabetical arrangement has the advantage of easy reference without constant recourse to 
the index ; and the “ Prescribing Notes,” which have been entirely revised and considerably 
enlarged, form a special feature of the present edition. Doses are given In both the Imperial 
and Metric systems, and in the case of toxic drugs the maximum single and daily dose is 
noted, together with selected formulas from the pharmacopoeias of foreign countries and of 
the London hospitals. Each monograph contains a description of the drug to which it 
refers, with the usual method of preparing it, the official and notofficial preparations, its 
incompatibles and antidotes, and the changes (if any) in the new British Pharmacopoeia, 
which are indicated by the words New, Altered, or Modified, in brackets. A special chapter 
has been written upon the Therapeutical Agents of Microbial Origin (antitoxins, serums, 
vaccines, Ac.) by R. Tanner Hewlett, Professor of Bacteriology in the University of London ; 
and a list of the spas of Europe, classified therapeutically, and a general index, complete this 
pocket companion. 


The Extra Pharmacopcbia op Martixdale and Westcoit. By W. Harrison Martindai:^, 
Ph.D., F.C.S., and W. Wynn Westcott, M.D.Lond., D.P.H, Volume I, revised; 
pp. xl + 1113. Price 148. net. London : H. K. Lewis, 1915. 

The sixteenth edition of the Extra Pharmacopoeia would need little introduction to 
the medical profession were it not necessary to direct attention to the importance of the 
additions and alterations which have been made, while the general characteristics of the last 
edition have been retained. The first volume includes everything which the physician and 
pharmacist are likely to require for immediate reference on therapeutical matters ; and at the 
same time that all material superseded by the most modern research has been omitted, over 
2,000 abstracts from recent issues of the scientific journals of the world have been added. In 
order to bring the work into line with the New British Pharmacopoeia, a synopsis of the 
changes in the latter, indicating the additions, deletions, and alterations, has been provided, 
the doses being given in both the Imperial and Metric systems. Besides a much enlarged 
account of the therapy of vaccines and antitoxins, and a chapter on animal organo-therapy 
(animal glands and tissues, and their preparations), special attention may be drawn to the 
information given on the subjects of the metallic colloids, kataphoresis, and radiology; while 
the supplementary list of drugs affords many details of the more out-of-the-way Materia 
Medica. 


The Extra PHARMACoroHA of Martindale and Westcott. By W. Harrison Martindale, 
Ph.D., F.C.S., and W. Wynn Westcott, M.B.Lond,, D.P.H. Volume II, revised; 
pp. viii + 4G9. Price 7s. net. London : H. K. Lewis, 1915. 

The second volume of this, the sixteenth edition of the Extra Pharmacopoeia, provides 
the physician with directions for the examination of the urine, blood, sputum, &c., for 
pathological metabolic products; and will be consulted by the pharmacist, chemist and 
analyst to determine the latest chemical and pharmacological methods of assaying drugs, 
chemicals, ahd organo-therapcutical medicaments. Herein may also be found information 
upon the sterilisation of solutions and utensils, and upon the standardisation of disinfectants 
and antiseptics, and their carbolic coefficients. A summary is given of the Report of the 
Parliamentary Committee upon Proprietary Medicines, with the ingredients of each of the 
latter, and a list of the European spas, and the analysis and therapeutical properties of their 
waters; while that portion of the work which is devoted to bacteriological and clinical notes 
upon special diseases also includes cancer, syphilis, and tuberculosis, and conveys informa¬ 
tion that should interest every medical practitioner. 
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An Index of First-Aid. By J. M. Garveld, M.R.C.S., L.S.A.Lond. Illustrated. Price 
Is. net. London : John Bale, Sons and Danielsson, Ltd., 1915. 

This vade-mecum for the ambulance worker and those anxious to gain some knowledge of 
first-aid to injured persons provides an instant guide in emergencies by reason of its alpha¬ 
betical arrangement. It contains some diagrams of the various knots used in ambulance 
work, and the ruled interleaves afford an opportunity for the addition of manuscript notes. 


Strange way’s Veterinary Anatomy. Ninth edition. Illustrated. Price248.net. Edinburgh 
and London : W. Green and Son, 1915. 

This is the ninth edition of a work dealing primarily with the veterinary anatomy of the 
horse, which is taken as the type of all the domesticated animals, deviations from which type 
constitute the comparative anatomy of the subject. The work contains chapters on the bones, 
joints, muscles, viscera, vessels, nerves, organs of sense, and embryology, the last part of each 
of which chapters is devoted to a description of the differences which exist between the 
anatomy of the horse and that of the various other domesticated animals — i.e., the 
Buminantia, Omnivora, Carnivora, Rodentia, and Aves. There are numerous illustrations 
and an index. 

The Year-Book op Open-air Schools and Children’s Sanatoria. Edited by T. N. 
Kblynace, M.D. Volume 1. Illustrated; pp. xxxii -|- 444. Price 7s. 6d. net. 
London : John Bale, Sons and Danielsson, Ltd., 1915. 

This is the first issue of a year-book, new in design, and object, which the promoters 
trust will become an annual publication useful to all medico-educational workers. The 
opening pages are devoted to an editorial review, and this is followed by many original 
communications, contributed by medical men and women, architects, and others, including 
an article on “The Scouts and the Nation,” by Sir Robert S. S. Baden-Powell. Thus the 
scope of the publication appeals to a wide circle of readers. Other features embrace “ Clinical 
Surveys,*' “Schemes for Open-air Education and Treatment,” a long list of sanatoria and 
other institutions designed for the treatment of children, and much official information. 
The volume contains many illustrations, emphasising the teaching of the text, and is fully 
indexed. 
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Evolution and Disease. By J. T. C. Nash, M.D. Pp. viii + 73. Price 3s. 6d. net. 
Bristol: John Wright and Sons, Ltd., 1915. 

This book is the outcome of the Chadwick Lectures, delivered by the author in 1913. The 
first three chapters are briefly historical in the matter of records of mediaeval epidemics, and, 
as the author points out, they are necessarily brief, .inasmuch as the records in question are 
wonderfully uninformative and meagre, “even to the extent of a bare chronology in most 
instances.'* In the sixteen chapters of which the book consists many subjects are dealt with, 
upon which original views are expressed by the author. In the chapter upon “ Insanitation, 
an Evolutionary Factor in Epidemics,’* he traces how dense overcrowding led to the pro¬ 
duction and maintenance of filth conditions, constituting an environment in which epidemics 
of disease were continually recurring. These conditions prevailed in the large towns only 
some sixty or seventy years ago. In this connexion he refers to typhus fever, epidemics of 
which were of common occurrence, and attributes the present absence of the disea.se to the 
“rigorous application of powers for preventing overcrowding,” and to the prevalence of 
personal and domestic cleanliness. Among other chapters which may be mentioned are 
those on “Heredity and Disease,” the “ Declension of Phthisis,” the “Evolution of Disease 
and Disease Germs,” the “ Evolution of Sanitation,” and “ War as a Factor in the Evolution 
of Epidemics,” the latter having an especial bearing upon the campaign at present in 
progress. There is no index. 

The Philosophy op Change : a Study op the Fundamental Principle of the Philosophy 
OP Bergson. By H. Wildon Carr, Hon. D.Litt.Durh. Pp. xii -f 216. Price68. net. 
London : Macmillan and Co., Ltd., 1914. 

This book is based upon a course of lectures on the Philosophy of Bergson delivered in the 
University of London. The author submits that the present generation is witnessing a wide 
extension of science in directions unimagined and inconceivable by the last generation, and 
that “ experiment is opening up realms of reality, the existence of which has until now been 
unsuspected, and the discovery of which is probably destined to widen the horizon of human 
knowledge, and thus increase human power.” The theme is dealt with in nine chapters, and 
includes such subjects as “The Doctrine of Intuition,” “ The Mind and Body,” “Matter and 
Spirit,” “The Vital Impulse,” “God, Freedom, and Immortality,” “The Idea of a Reality 
which Creates and is Free,” in which the views of many philosophers are referred to and 
discussed. 

A Text-book of Pathology for Students op ^Iedicine. By J, George Adami, M.A., 
M.D., F.R.S., and John McCrae, M.D., M.R.C.P.Lond. Second edition, revised and 
enlarged. Illustrated; pp. viii -f 878, Price 25s. net. London : Macmillan and Co., 
Ltd., 1914. 

The changes in the new edition of this work are of a somewhat comprehensive nature. 
The revision of each subject has been carefully undertaken, with a view to incorporating all 
trustworthy advances that the past two years have introduced. A new chapter has been 
added upon “ The more important Infections and their Prominent Features.” Another new 
feature, convenient for reference, is the syllabus placed at the beginning of each chapter, 
detailing its contents, with page references. The chapter on “ Monstrosities and Abnor¬ 
malities ” has been placed as an appendix, while the volume contains no fewer than ninety- 
one additional engravings and two coloured plates. 

Lectures to Nurses ; being a Complete Series of Lectures to Probationary Nurses in 
their First, Second, and Third Years of Training. By Margaret S. Riddell. 
Illustrated; pp. xii 351. Price 3s. 6d. net. London : The Scientific Press, Ltd., 1914. 

The training and education of the hospital nurse are well provided for by the literature 
which especially caters for her instruction. The author of this book, the latest upon the 
subject, is the sister of the senior surgeon of the Aberdeen Royal Infirmary. In the preface 
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we learn that the proof-sheets have been revised by him ; the work, therefore, appears under 
the aegis of medical authority. The lectures have been designed to afford a progressive 
course of instruction. There are ten devoted to first-year probationers, ten to probationers 
of the second year, and the same number to probationers of the third year. The remarks, in 
the introductory chapter, upon hospital etiquette are well-timed and useful, especially as it is 
a subject which hospital matrons often fail to impress upon their juniors. The behaviour of 
the present-day probationer towards those in authority over her is commonly very far from 
what it should be, in the matter of a respectful bearing. The first course deals mostly with 
elementary matters, and includes remarks upon counter-irritants, fractures, and haemorrhage. 
The second course is mainly devoted to infectious diseases, wounds, poisoning, burns, and 
the nursing of acute cases. The third course explains asepsis and antisepsis, sterilisation, 
describes the operating theatre, and the nursing of oases in the special departments, con¬ 
cluding with notes on electricity and massage. A copious index completes the volume. 


An Index op Symptoms, with Piagnostic Methods. By Balph Winninoton Leftwich, 
M.D. Fifth edition. Illustrated; pp. xii + 516. Price 7s. 6d. net. London: Smith, 
Elder and Co., 1915. 

This new edition of the author^s work is greatly enlarged as compared with previous 
issues. The increase in bulk is due to the addition of maiw new symptoms and tests, while 
the interlineary notes have been greatly amplified. A further new feature is the attempt to 
devise a scientific classification of symptoms. In view of its amplification the author affirms 
that his work is no longer a pocket book, but a book for the desk. 


The Surgery of the Stomach : A Handbook op Diagnosis and Treatment. By Herbert 
J. Paterson, M.A., M.C., M.B.Gantab., P.R.C.S.Lond. Illustrated; pp. xx -h 342. 
Price 15s. net. London: James Nisbet and Go., 1914. 

This second edition of Mr. Paterson’s book on the surgery of the stomach, following as it 
does the first edition after an interval of only a year, has not involved extensive revision. 
Some minor alterations have, however, been made. One new feature is the reproduction in 
pairs of stereoscopic photographs of the operation of gastro-jejunostomy. Though the 
pathology of the diseases treated of is not passed over, the subject is discussed principally 
from the clinical point of view. References to the work of others are freely given, but the 
author, in his descriptions, trusts very largely to his own wide experience. The surgery 
of the stomach is very completely dealt with. The book is embellished by copious, mostly 
photographic, illustrations. 


The Book op Pharmacopceias and Unofficial Formularies. By E. W. Lucas, F.I.G., 
F.G.S., and H. B. Stevens, P.I.G., F.G.S. Pp. viii + 524, Price Ts. 6d. net. 
London: J. and A. Ghurchill, 1915. 

Intended for practical pharmacists, this book presents in comparative tables, side by side, 
the formulas contained in the pharmacopoeias of Great Britain, the United States, France, 
Germany, and Italy, together with extracts from the unofficial formulas of these countries 
and of the London hospitals. The commonly used Latin name of each of the preparations 
has been adopted as far as possible, the synonyms being added, reference to each of which 
is given in the index. The Imperial System of weights and measures has been adhered to 
without giving the metrical equivalents ; but whereas the British and American formulas 
are to be prepared according to the rule of ** solids by weight, liquids by measure,” in the 
preparation of foreign formulas both solids and liquids should be weighed. Brief notes 
upon those processes to which reference is made in the body of the work are appended, and 
are followed by an alphabetical list of the materia medioa under their French, German, 
and Italian names, with their English equivalents, and a general index. 
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The Dispensaby Tbsathent op Pulmonary Tuberculosis. By Hilda Clark, M.B., 
B.S.Lond. Tables; pp. viii-f 279. Price 15s, net. London: Bailli^re, Tindall and 
Cox, 1916. 

This account of the author’s experience of tuberculin treatment extends over a period 
of three years (1910-13), and embraces only those cases which have been under her own 
observation ; the investigation being carried out with three main objects: (1) To estimate the 
value of tuberculin treatment; (2) to estimate the position of that treatment in any scheme 
designed to deal with the special problem of tuberculosis among the working classes ; and (3) 
to estimate the incidence, course, and response to treatment of tuberculosis in the population 
of a selected manufacturing village, where peculiar opportunities existed for such an investiga¬ 
tion. It is claimed that a consecutive series of cases, treated on the same general lines, derived 
from a stable, homogeneous population living under good hygienic conditions, is best suited 
for the study of the value and method of any scheme intended for the general treatment of 
tuberculosis, since they show, not only the conditions occurring before tubercle becomes 
complicated by extreme poverty or discharge from work, but also the residue of tubercle 
which remains to be dealt with when certain obvious causes of massive infection and of 
damage to general health have been eliminated. In these investigations the discovery of 
the bacillus in the sputum was considered the only certain proof of lung infection, but in 
studying the position of tuberculin treatment in a scheme for the eradication of tuberculosis, 
special attention must be paid t<f those persons in whose sputum no bacillus is found, since 
among them must be the early cases with which preventive measures are concerned, and in 
which complete cure is possible. The author concludes that tuberculin can be used with 
apparently good effect in nearly every case in which ordinary clinical methods point to a 
prognosis of improvement; that in a large proportion of cases, in an early stage or limited in 
extent, tuberculin results in apparent cure; and that a course of tuberculin is a justifiable 
and safe treatment in cases which show no bacilli or other evidence of active tuberculosis, 
but which react to tuberculin. If these conclusions be accepted, the author contends that 
the administration of tuberculin should be adopted in any scheme for the eradication of 
tuberculosis. 

Flies in Relation to Disease : Blood-suckino Flies. By Edward Hindle, B.A., 
Ph.D. Illustrated; pp. xvi -f 398. Price 12s. 6d. net, 8vo. Cambridge: At the 
University Press, 1914. 

The main object of this book is to lay before the public the part that is taken by suctorial 
hies in the transmission of disease. In pursuing it the author has given in considerable 
detail an account of the classihcation of the insects involved, of their habits and habitats, 
and of the means at our disposal for attacking them. The history, symptomatology, and 
treatment of the many diseases which they cause is also dealt with at some length. These 
two parts of the subject are naturally treated alternately, as each class or species is under 
discussion. The reader therefore meets with sections that are highly technical, followed by 
those of more general interest. The book travels over a very wide field, and is the comple¬ 
ment or companion of a volume in the same series dealing with the non-suctorial flies, 
noticed in our issue of December, 1914, No. 2 (Supplement: Notes on Books), p. 11. 

The Blood; A Guide to its Examination and to the Diagnosis and Treatment 
OP ITS Diseases. By G. Lovell Gulland, M.A., B.Sc., M.D., F.B.C.P.E., and 
Alexander Goodall, M.D., F.R.O.P.E. Second edition. Illustrated; pp. xvi -f- 384. 
Edinburgh and London : W. Green and Son, 1914. 

The first edition of this work, which was published in 1912, was intended to place before 
the student and practitioner a concise and clear account of the diseases and the diseased 
conditions of the blood and blood-forming organs, which account, in this edition, has 
been entirely revised and in part rewritten. The authors have preferred to rely upon their 
own clinical and pathological experiences rather than upon the collation of the views of 
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others, and have described fully only those methods which they have themselves found 
essential and useful, the less important methods being referred to their original sources of 
information, chief among which is the summary of hsematological literature published under 
the name of “ Folia Haematologica.” The contents of the volume are arranged in five parts, 
the first of which is devoted to the methods of examining the blood, and the second to 
a description of its formed elements, while the remainder is given up to the consideration of 
its condition in diseases characterised by anaemia, leucocythaemia, the haemorrhagic diatheses, 
&c., special diseases of the general organs and system, and those due to animal parasites. 
There is an appendix containing an account of the treatment of pernicious anaemia by 
splenectomy; and scattered through the letterpress are numerous illustrations of appliances 
and instruments, together with a series of coloured plates of blood cells in various patho¬ 
logical conditions. 


Extraction op Teeth. By F. Coleman, L.R.C.P., M.R.C.S., L.D.S. Second edition ; 
illustrated; pp. 174. Price 3s. 6d. net, 8vo. London : H. K. Lewis, 1914. 

This issue is not considerably larger than the first edition of 1908, but it has been 
practically rewritten and rearranged, with the addition of more illustrations. The general 
surgical and anatomical principles governing the important operation of tooth extraction 
are supplemented by detailed consideration of the special technique which each class of 
tooth requires for its successful removal without breakage and the least amount of injury 
to alveolar and gum tissues. The suitability of various instruments for straightforward, as 
well as difficult, work is discussed in a manner easily referred to in either an easy or com¬ 
plicated case by the expert or general practitioner. Of the illustrations, some forty are 
devoted to depicting the forms of forceps, elevators, &c., the author considers most suitable ; 
others showing the best method of handling and demonstrating the means of attacking 
hidden and inaccessible teeth or roots. The indications for general anaesthesia, local or 
regional analgesia, are considered, and the arising complications sufficiently indicated 
without trenching upon the legitimate grounds of a treatise on anaesthetics. Diagrams of 
tooth-forms and the relations of roots to surrounding structures of the maxilla and mandible 
should be of assistance to student and practitioner, who will also find notes on treatment 
of haemorrhage and the various accidents and vicissitudes that invariably accompany the 
“minor” but often serious operation of tooth extraction. There are references to the 
writings of Dr. Blumfeld and Mr. A. D. Fleming in the Proceedings of the Royal Society of 
Medicine upon the sequelae of local anaesthesia. 


Lyon’s Medical Jurisprudence for India, with Illustrative Cases. By L. A. 

Waddell, C.B., C.I.E., LL.D., M.B., F.L.S. Fifth edition. Price 28s. net. 

Calcutta and Simla; Thacker, Spink, and Co., 1914. 

The fifth edition of this well-known book on medical jurisprudence in India has been 
largely rewritten and many additions have been made. A full account of medical evidence 
and procedure is given, and special attention is directed to the difficulties of ascertaining the 
truth in criminal cases in India, such as the rapid decomposition of the body which tends 
to occur, the untrustworthiness of native evidence, and so forth. The methods of identifying 
by means of finger-prints are described. Included in the accounts of death from various 
forms of violence are descriptions of the injuries and effects produced by daggers, spears, and 
arrows. Part II, which deals with toxicology, occupies nearly half the book. In addition 
to the familiar poisons, accounts are given of various poisonous plants, unknown or little 
known in this country, but frequently the means of poisoning in India. The statistical 
information is, in some cases, rather out of date. Lieut.-Colonel W. D. Sutherland, M.D., 
contributes a chapter on the examination of blood-stains. Ho describes the recent bio¬ 
chemical tests, and considers that they afford an accurate means of determining the origin 
of a blood-stain. The illustrative cases given go a long way to support this conclusion. 
There is a plate showing the results of the precipitation test for human blood. 
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The Vicious Circles of Neurasthenia and their Treatment. By Jamieson B. Hurry, 
M.A., M.D.Cantab. Diagrams; pp. xvi -f 90. Price 3s. Cd. net, 8vo. London; 
J. and A. Cburcbill, 1915. 

Some years ago the author drew attention to the important part played by the vicious 
circle in disease, and showed how a study of it might be helpful in diagnosis, prognosis, and 
treatment. In the present work an attempt is made to indicate the influence of the circle 
in one particular disorder—i.e., neurasthenia. In Chapter 1 the pathology of this affection 
is discussed: the two dominant features are stated to be fatiguability and irritability, a 
combination which Sir William Gowers was wont to designate “irritable weakness.” In 
subsequent chapters the writer discusses the influence of the circle in connexion with the 
psychoses (as illustrated by phobias, mental depression, anorexia ner\’osa, and insomnia) 
and disorders of the vascular, respiratory, digestive, and genito-urinary systems, and of the 
sense organs. Next, artificial circles are dealt with, to wit, those associated with alcoholism, 
narcomania, nicotism, the abuse of purgatives, the abuse of pessaries, the abuse of urethral 
soimds, and nosophobia. In Chapter IX the importance of breaking the vicious circle is 
insisted upon. In the concluding chapter the author dwells upon the need for a text-book 
of therapeutics based on the principle that the medical art mainly consists in the breaking 
of the circle. 

The Acute Abdomen. By William Henry Battle, F.R.C.S. Second edition, enlarged 
and illustrated; pp. xii 4 295. Price 10s. 6d. net. London : Constable and Co., Ltd., 
1914. 

Many additions have been incorporated in this new edition. First, most of the subject- 
matter of the author's oration given before the ^ledical Society of London in 1910 is 
included. Again, a special section is devoted to the after-effects of abdominal injuries ; 
other sections deal with perforations of tuberculous ulceration of the intestine ; perforations 
of diverticula of the large bowel; inti*aperitoneal abscesses ; concealed abscesses ; sigmoiditis, 
and torsion of the omentum. In Part VII is discussed diverticulum of the cystic duct of 
congenital origin. Thus the work, in its enlarged form, in this second edition, contains 
many new features, illustrative of practical experience of the subject with which it deals. 

A Clinical Study of the Serous and Purulent Diseases of the Labyrinth. By 
Dr. Erich Ruttin, Privat-Docent in the Otological Clinic of Vienna, with a Preface 
by Professor Urbantschitsch. Translated from the German by Horace Newhart, 
A.B., M.D., Instructor in Otology, University of Minnesota. Illustrated; pp. viii 
-f 232. Price 8s. 6d. net, 8vo. London : W. Heinemann, 1914. 

The object of this monograph is to furnish American and English students who have 
attended the Vienna clinic of otology under Professor Urbantschitsch and Dr. Ruttin with 
a compendium of the lectures and demonstrations in their own language. To others it 
constitutes almost the only manual of instruction devoted to this department of surgery. 
The first hundred pages are descriptive of the science and treatment of labyrinthine disease. 
The study of the phenomena of nystagmus and disturbances of equilibrium is simplified as 
much as possible by the detailed and freely illustrated description of methods and tests in 
the chapter on functional examination of the cochlea and vestibular apparatus. ‘The second 
chapter of this section takes up the consideration of the varieties of labyrinthitis, diffuse, 
serous, and purulent, their pathology, aetiology, and symptoms; the indications for the 
radical and the labyrinth operations, and the technique of the latter. Hints for practice are 
to be gleaned from the remarks upon temperature and febrile conditions, their importance 
in diagnosis and prognosis, and also upon the clinical termination of the forms of labyrinth¬ 
itis. This section concludes with three chapters devoted resjwctively to Injuries of the 
Labyrinth, with statistics, Serous, induced Labyrinthitis, and Labyrinthitis with Brain 
Abscess. The remaining pages are devoted to the narration of 108 clinical cases, amply 
described, though somewhat abbreviated by the translator. Professor Urbantschitsch places 
his stamp of approval on this work in the “Foreword” contributed by his pen. There is 
a list of authors and an index. 
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The Ganger Problem. By William Seaman Bainbridge, A.M., So.D., M.D. Pp. xix 
+ 634. Price 178. net. New York: The Macmillan Co., 1914. 

The enormous literature now included in the area of the subject of cancer—an area, 
incidentally, which is yearly being increased by ardent workers—has been laid under con¬ 
tribution in the compilation of this work. To do more, however, than offer a brief descrip¬ 
tion in thia notice of some of the contents of this book would not be possible within the 
limits of our space. To all those, therefore, to whom the subject of cancer appeals, desirous 
of learning the present position of the cancer problem, we would recommend the perusal of 
tbe volume itself. The opening chapters deal with the ancient history of the disease and the 
history of modem cancer research. For America is claimed the inception of the movement 
for the study of cancer by Professor R. Pack in 1899, and in the same year the initiative of 
the movement in England is assigned to Sir Malcolm Morris. A detailed account is given 
of the Research Laboratories of the Middlesex Hospital, following which is a full report of 
the foundation of the Imperial Cancer Research Fund, in whose laboratories, as the author 
points out on a subsequent page (p. 151), the fact was first experimentally demonstrated that 
** surgical removal is as yet the only sure way in which an animal can be protected against 
the ultimate consequences of inoculation with cancer cells’*—thus absolving **the surgical 
treatment of cancer from the last vestiges of the charge that it is unjustifiable.” After tbe 
discussion of the zoological distribution of cancer, statistics are dealt with. These show the 
importance of chronic irritation as a causative factor; that tbe question of the relative 
increase of cancer is still undetermined ; that the infiuence of heredity is almost negligible ; 
that the canard of so-called cancer houses has no foundation in fact. Other sections are 
devoted to “Etiology” and “Histo-pathology” ; to a r4sum4 of the world’s work on cancer 
research; to prophylaxis; to non-surgical treatment; surgical treatment; and inoperable 
cancer. There is also a section on tbe investigation of “cancer cures,” which exposes the 
many fallacies and failures of such attempts. Among these the fiasco of Count Mattel’s 
crudities is entertainingly narrated. As a last comment the author writes : “If cancer cells 
be cut out soon enough a permanent cure is effected.” This is the fact which he maintains 
has been established upon the basis of our present knowledge of the disease, and is, in his 
opinion, therefore “sufficient to warrant the statement that we are travelling hopefully.” 
A general bibliography, an index of authors, and a general index complete the volume. 
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Pood Products. By Hbnbt C. Shebmar, Ph.D., Professor of Food Chemistry, Columbia 
University. ]^. x + 694. Price lOs. net, 8vo. New York: The Macmillan Co., 
1914. 

This is one of the many books published lately on the chemical composition and nutritive 
value of food. The general plan adopted in it is to devote a chapter to each important type 
of food: covering (1) an account of its production and preparation for the market, with such 
brief statistical data as will indicate the relative economic importance of the industry; 
(2) the proximate composition and general food value ; (3) questions of sanitation, inspection, 
and standards of purity; (4) special characteristics of composition, digestibility, nutritive 
value, and place in the diet. There is a full bibliography at the end of each chapter. It 
should be noted that the consideration of diet in disease does not come within the author’s 
plan, and that the very extensive information on standards of purity and on food inspection 
applies only to America. The book concludes with a detailed table of ** 100-calorie portions ” 
and a full index. 

Manual of Militaby Hyoibnb fob thb Military Services of the United States. By 
Valery Havabd, M.D. Illustrated; pp. xiv + 786. Price 26s. London: John 
Bale, Sons and Danielsson, Ltd., 1914. 

Modem wars have shown how much the value of an army, as a fighting machine, is 
increased by the enforcement of the scientific principles of hygiene. The importance, there¬ 
fore, of military hygiene is obvious. In peace time discoveries are made, of useful and 
beneficent import, which in war time can be turned to valuable account. But such 
discoveries are apt to be rapid in realisation; they may soon throw out of date previous 
knowledge a fact to which the author of this book alludes. The first edition of his 
manual was published about four years ago; during this interval, however, the advances 
made in all branches of hygiene have been such that in this new edition the work has 
required much amplification and thorough revision. The volume is larger by 283 pages, and 
^3 more illustrations have been added. It now contains sixty-two chapters, a biographical 
list of the more recent works on hygiene, and an extended index. Respecting the three 
diseases most under notice among our forces on the Continent—namely, typhoid, tetanus, 
and ** frost-bite ”—it is not without interest to note some observations by the author so far as 
the military services of the United States are concerned. In the first place, antityphoid 
inoculation is held in high esteem. The results under the voluntary system proved so satis¬ 
factory and promising, that in June, 1911, the method was made compulsory for all recruits. 
** All men enlisting, unless they were over 36 years of age or have had a recent attack of the 
disease, are vaccinated against typhoid fever at the time that they are vaccinated against 
small-pox.” Tetanus is lightly touched upon, the matter being dismissed in a page and a 
quarter. Only seventeen cases of the disease, with twelve deaths, occurred in the United 
States Army during eleven years, 1898-1908. A 3 per cent, alcoholic solution of iodine, and 
daily irrigation of the wound with hydrogen peroxide, are recommended for local treatment. 
In the treatment of frost-bite immersion of the part in ice-cold water, with continuous 
frictions, are advised. The Russian writers, however, claim excellent results from the use of 
liot water, as hot as can be borne. 


Essentials of Human Physiology. By D. NokL Paton, M.D., B.So., P.R.O.P.Ed., 
P.R.8. Fourth edition, revised and enlarged, with 213 figures in the text; pp. xx 
+ 668. Price 12s. Edinburgh and London: W. Green and Son, 1914. 

The last edition of t^is work having been issued seven years ago it became necessary, with 
the recent rapid advances of physiology, that this new edition should undergo much revision. 
Accordingly many sections have been rewritten, and the whole work has been brought up to 
date. Moreover, many re-arrangements of matter have been introduced, and less important 
details deleted, in order to give greater prominence to those points of the science which bear 
most directly upon medical and surgical science. The author, throughout the volume, lays 
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stress upon the ietimate association of physiology with the study of disease, and emphasises 
his teaching by frequent reference to the disturbances of function associated with morbid 
-conditions. The practical knowledge of physiology from this point of view in the present 
-day is rapidly becoming of greater importance, one of the many proofs of ^hich is to be 
found in the relation which the internal secretions bear to the processes of metf4|olism, and 
of their effects, when these secretions are at fault. In this new edition a more minute sub¬ 
division of the contents and an extended index have been incorporated. 

Infectxou and Rbsistangb : An Exposition of thb Biological Phbnomena undbblyino 

THE OCCUBBBNCB OF INFECTION AND THB ReCOVBBT OF THB ANIMAL BoDY FBOM 
Infectious Disease. By Hans Zinsseb, M.D. With a chapter on Colloids and 
Colloidal Reactions, by Professor Stbwabt W. Young. Pp. xiv + 646. Price 16s. net. 
New York : The Macmillan Co., 1914. 

The author of this book is the Professor of Bacteriology at the Columbia University, New 
York. He states, in the preface, that in the compilation of his work ** all available sources 
of information have been freely used.** Of this there is clear evidence. In an index of 
authors consulted is included no fewer than 920 names, a convincing testimony of the labour 
which the preparation of the book must have involved. The subject-matter is dealt with in 
twenty-one chapters, inclusive of the contribution by Professor Young, of which due notice 
is taken upon the title-page. Prominent among the features of this book is the attention 
given by the author to the historical details underlying this comparatively new and pro¬ 
gressive science. In each particular section an historical survey precedes the subsequent 
description of the development of our knowledge upon the subject. Thus, for the students 
for whom the work has been written, this method implies facility of teaching; the founda¬ 
tions of the science are explained before any attempt is made to deal with the super- 
; structure. The first chapter discusses **Infection and the Problem of Virulence”; the 
second, Bacterial Poisons.” Then follow two chapters upon ‘'Immunity,” in its various 
forms—natural, acquired, and artificial. Succeeding chapters include “Toxin and Anti¬ 
toxin,” “Bactericidal Properties of Blood Serum,” “The Phenomena of Agglutination.” 
A full account of “Phagocytosis” follows, to which four chapters are devoted, and the 
same number is given to “ Anaphylaxis,” forming the bulk of the book. The description of 
“ Therapeutic Immunisation in Man ” in chapter xix contains many practical details; 
lastly, a special chapter is given to Abderhalden's work on protective ferments. Although 
primarily intended for the student in medicine, this book nevertheless here and there discusses, 
from a critical aspect, the work of others, but “with as little prejudice,” the author 
observes, “as the possession of a personal opinion in many cases has permitted.” 

A Tbxt-book op Radiology. By Edwabd Reginald Mobton, M.D., C.M.Trin., Toronto, 
F.R.C.S.Ed., &c., Past President of Section of Electrotherapeutics, Royal Society of 
Medicine. Illustrations; pp. xvi -f 221. Price Ts. 6d., 8vo. London: Henry 
Kimpton, 1915. 

This volume does not aim at being comprehensive, but at forming a guide to those taking 
up radiology fpr the first time, to help them to understand the various appliances and methods 
of using them, and to conduct them along the first steps in the use of the X-rays in the 
diagnosis and treatment of disease. Electrical principles are dealt with in the first chapter, 
BO far as they apply to X-ray work. The X-ray tube comes in for full consideration, as a 
proper knowledge of its management is essential for successful results. The various types 
of installation are described in principle and drawings provided where necessary. Stereo¬ 
scopic radiography and other methods of localisation of foreign bodies are described in 
detail, and some space is given to the interpretation of radiographs, though only experience 
can teach this art adequately. Chapters are given specially dealing with the examination 
of the thoracic, abdominal, and pelvic organs, not in an extensive way, but enough to form 
a foundation on which to base further study and experience. The last chapter is devoted to 
X-ray therapeutics. The volume is illustrated with a number of plates to which notes are 
appended as well as references to the text. 
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A History op the Indian Medical Sbrvicb, 1600-1913. Volumes I and II. By Lieut.- 
Colonel D. O. Crawford. Illustrated. Price 2ds. London: W. Thacker and Co., 
1914. 

In these two volumes a description is given of the origin and development of the Indian 
Medical Service, with biographical sketches of some of the remarkable men who have 
belonged to it. From the very earliest period of the existence of the East India Company 
medical men have been appointed to minister to the medical needs of its servants ; and 
Colonel Crawford, in his account of the careers of the medical men, records the development 
of the Company’s possessions until they were taken over by the Crown after the Indian 
Mutiny. He shows that during the whole period the influence of the medical officer has in no 
small degree contributed to the stability and acquiescence of our rule in India. This has 
been acknowledged many times, but by none in so practical a manner as by Lord Dalbousie 
and Sir James Outram, in their important memoranda concerning the value of the medical 
service to India and the justice of according to it a high status among the services of the 
country. If any selection of chapters be made, perhaps those devoted to Dr. Gabriel 
Boughton, Dr. William Hamilton, and Dr. John Holwell, who, each in his own time, 
rendered great and valuable service to the East India Company and to the English nation, 
may be singled out as of particular interest. The author has not attempted to trace the 
causes or to describe the beginnings of the wonderful development of the I.M.S. during 
recent years, but he has provided the dry bones in readiness for the writer who, equipped 
with the necessary knowledge and inspired by the necessary enthusiasm, shall one day make 
these dry bones live. It is a story well worth telling, and perhaps Colonel Crawford, now that 
he has collected the m&moirea pour servir, will himself attempt it. 

The Inevitable Complement : the Care and After-care of Consumptives. By Harold 
Vallow, M.D. Pp. viii -f 66. Price Is. 6d. London: John J^ale, Sons and Daniels- 
son. Ltd., 1916. 

The preface explains that the contents of this booklet have been prepared with the inten¬ 
tion of helping the various bodies engaged in dealing with the suppression of phthisis to 
provide for the care and after-care of the patient. Not only is it necessary that he should be 
placed in a sanatorium and remain there for the requisite length of time according to his 
symptoms, but, in order that the good results obtained at those institutions should become 
permanent, some suitable dwelling and occujpation after his discharge must be found for him. 
The author advocates for this purpose the formation of a Tuberculosis Unemployment 
Bureau, and gives a list of the most suitable forms of work for male and female consump¬ 
tives ; the main desideratum being open-air employment. He advises a system of visitation 
at the patient’s home, and the provision of occasional help in the domestic duties, of extra 
nourishment, and of beds and bedding, so that each member of the consumptive household 
may have a separate bed. **For the attainment of success,” says the author, **we must 
have the co-operation of all political parties, carried out on a non-political basis.” While 
heartily endorsing his pious wish, we envy him his optimism. 

Recreations of a Physician. By A. Stuart M. Chisholm. Price $2.00. New York and 
London: G. P. Putnam’s Sons, 191,4. 

The author, an American physician, gives us ten essays, which he has read before 
different societies, and which have appeared in the Journal of the American Medical Associa- 
iion^ or in the Albany Medical Annals, Those which have a specially medical interest are 
“Specialisation,” “Physicians as Men of Letters,” “The Inherent Spirit of Medicine,’ 
“ Some Features of Medicine in the Seventeenth Century,” and the last, “ On the Prevention 
of Disease.” Of a more general literary interest are those entitled “Banquo,” “The 
Symbolism of Names,” “Royal Authors,” “Some Translations of Horace,” and “The 
Picaro in Fiction.” The essays indicate a wide acquaintance with the literature and history 
of England, France, and Spain. In “ Some Translations of Horace” the author introduces 
some of the odes, rendered by himself into English in the Horatian metres. 
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A Complete Handbook fob the Hospital Cobps op the U.S. Abmy and Navy and State 
Militaby Fobces. By Charles Field Mason. Illustrated; pp. xviii -f 696. 
Price 208. London: John Bale, Sons and Danielsson, Ltd., 1914. 

The author’s object has been to prepare a handbook which would include in one volume 
of about 600 pages all the numerous subjects taught to tl^ Hospital Corps of the U.S. Army 
and Navy, thus doing away with the necessity for several different volumes. The work is 
divided into twelve parts, the principal of which deal with Anatomy and Physiology, First- 
aid, Nursing, Diet, Therapeutics, Hygiene, and Minor Surgery, besides instructions for 
drawing reports and keeping records, and the Regulations for Ambulance and Hospital 
Drill. The book has the approval of the Surgeons-General of the U.S. Army and Navy, and 
supplies information in all essential medical and administrative detail. It is written in 
plain language, and is fully illustrated and indexed. 


Practical Physiological Chemistry. By Sydney W. Cole, M.A. Fourth edition. 

Illustrated; pp. xvi + 268. Price 7s. 6d. Cambridge: W. Heffer and Sons, Ltd., 

1914. 

This is the fourth edition of a work originally intended for the medical student, which 
contains an account of the properties of the more important physiological substances and 
their significance, together with a detailed description of the various analytical processes 
employed in their estimation, in which reference the author inculcates the advantages of the 
modem micro-chemical tests for substances present in the blood and urine over the older 
so-called clinical methods. The early chapters are devoted to a consideration of the proteins, 
carbohydrates, and fats ; the chemistry of certain common articles of food; and the com¬ 
position of the digestive juices and ferments. The principal section of the work deals with 
the urine, and the methods used to obtain a quantitative analysis of its various constituents; 
while the appendix contains several of the most recent methods of estimating physiological 
substances in the blood and urine, respecting the accuracy of which the author has satisfied 
himself by personal experience. The rapid sale of the former editions points to the realisa¬ 
tion by practitioners and students of the great importance of accurate analytical methods, 
the results of which are utterly unobtainable by the older tests. 


Clean Water, and How to get it. By Allen Hazbn. Second edition ; revised and 
enlarged. 32 illustrations; pp. 196. Price 6s. 6d., foolscap 8vo. New York and 
London : John Wiley and Sons, and Chapman and Hall, 1914. 

This non-technical but complete account of the sources and regulation of civic water 
supply, by a member of the American Society of Civil Engineers, is specifically limited to the 
developments of practice in the United States. Though the conditions of that country as 
compared with Europe imply smaller cities in general and less density of population, on the 
other hand, the average consumption of water per capita is very much greater; and the 
difficulties of storage and purification, to meet more varying rainfall and contamination, due 
to climatid causes and a higher temperature, are among the factors which have called forth 
great efforts. The allied—or even precedent—subject of sewage treatment is only paren¬ 
thetically alluded to, the view being taken that of far greater importance is the physical, 
chemical, and biological purification of water during collection, storage, an<i distribution. 
An elementary but quite general and complete description is given of the principles involved 
in the selection of watershed or “ catchment ” areas, and in controlling and husbanding the 
supply from small and large lakes, rivers, and from the ground. The relative advantages of 
natural and artificial reservoirs are compared, and the construction of the latter, as to the 
behaviour of water in deep or shallow storage under different local conditions, and the 
geological character of the water sources described. Purification by “ mechanical filtration ” 
(which has a special technical meaning), by screening, subsidence, scrubbing, aeration, 
intermittent filtration, chemical or other disinfection, and the combinations of these which 
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have proved the most effective under certain conditions, are discussed in sufficient detail 
for their respective importance to be clearly understood. Illustrations, though on a small 
scale and pictorial rather than diagrammatic, are given of many municipal waterworks and 
their component departments. Data are given of the constructional elements of large ffiters, 
pumps, pressures and pipes, with their fittings, especially in relation to the secondary but 
disturbing and important considerations of supply for fire, power, and the sanitary service. 
Notwithstanding the enormous d^relopments of the administration and design of hydraulic 
installations within the last few years in the United States, it is obvious that the much 
greater problem—with which the author is most concerned—is that of effectually coping with 
the impurities—suspended, in solution, or as determining taste and odour—of water, which 
so profoundly affect the health and comfort of the people. The difficulties surrounding this, 
arising from geological and climatic conditions and from the circumstance that populations 
so rapidly advance upon, and contaminate, specially selected areas of water collection, are 
set forth. A perusal of this account of American methods of dealing with local troubles, 
often of an exceptional nature, by special precautions, may be suggestive to sanitarians and 
officers of water authorities in more stable and settled communities. The book has a short 
index ; there is no bibliography. 


The Pbactitioneb's Guide to Clinical Reseabch, Alphabetically abbanged in Sections. 

Pp. 149 H- xlix. Price 2s. 6d., cloth boards, foolscap 8vo. London: The Clinical 

Research Association, Ltd., 1914. 

The object of this publication is to afford the general practitioner all necessary informa¬ 
tion for making use of the facilities of the Clinical Research Association in obtaining expert 
reports of chemical and bacteriological examinations in the diagnosis and treatment of 
disease. The compilation is the result of the experience for five years of the Editors of the 
Journal of Clinical Research, Their small manual enumerates systematically all the classes 
of cases in which this research is likely to be of value; and describes minutely the best way 
in which all necessary material may be obtained and forwarded for examination, with some 
indications of the probable deductions which may reasonably be expected to be drawn from 
results forthcoming. The Guide describes the apparatus and technique of procedure 
necessary, and sets forth the relative importance of different kinds of indications. Some 
forty sections treat of the best known and most reliable reactions employed in examining the 
body fluids and tissues—normal and morbid—and also of the analysis of potable water, milk, 
and other foods, the testing of drugs and for poisons, the comparison of antiseptics, pre¬ 
paration of vaccines, and conduct of various physiological reactions, with a note on veterinary 
applications. A copious index of some three thousand entries occupies forty-eight of the pages. 
The sections are also arranged alphabetically, from Blood to Urine and Vaccines. An 
appendix to the Guide sets out the rates of charges made by the Clinical Research Association 
for each item of the specific investigations or analyses described in the book, giving the cost 
(when the prices vary) to members and non-members of the Association. Specially reduced 
rates are made for hospitals and institutions, and in the treatment of the poor. 
Suggestions and information are given as to the preservation, packing, and transmission of 
specimens, and as to the assistance given by the Association in the conduct of post-mortem 
examinations or legal cases, in radiography, photomicrography, or the making or mounting 
of pathological specimens. Apart from the main object for which the Guide was compiled, its 
perusal indicates the alliance between bio-chemistry and physics, and the more obscure regions 
of disease and therapeutics. 
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SEiSMSKTS OF PHARMACY, MaTBBIA MeDICA, AND ThBBAPBUTIOS. By Sir WlLUAM WHITLA, 
M.A., M.D., LL.D. Tenth edition. Illustrated; pp. xii + 680. Price 9s. net. 
London: Bailli^re, Tindall and Gox, 1915. 

This, the tenth edition of a work which was originally intended to give the student in a 
concise form such information as he was left to sift for himself out of two or more larger 
manuals, has been rendered necessary in consequence of the very numerous changes 
occasioned by the appearance of a new British Pharmacopoeia. In the introduction atten¬ 
tion is drawn to the change in the meaning of the term Materia Medica, which formerly 
embraced the whole of the subjects now divided into the four different departments of 
Materia Medica, Pharmacy, Pharmacology, and Therapeutics. Before long still further 
subdivisions will indubitably appear, but for the present it is sufficient to point out that 
pharmacology has oome to be restricted to the science of the action of drugs on a healthy 
organism, whereas the word therapeutics refers to their application in the treatment of 
disease. The first part is devoted to Pharmacy and is illustrated by woodcuts, some of which 
remind us of early days when a knowledge of pill-making was essential to every practitioner 
of medicine; the second part refers to the administration of medicines, the writing of 
prescriptions, &c.; the third to Materia Medica (the physical characters of remedies); and 
the fourth to Pharmacology and Therapeutics; while the non-official preparations, their 
properties and actions, together with an index of poisons, complete the work. 

Thh Passing op Vesalius. By G. Matheson Cullen, M.D. Illustrated; pp. 81. 
Reprinted from the Edinburgh Medical Journal, October-November, 1914. 

The romantic and mysterious story of the closing scenes of the life of Vesalius is dealt 
with in this pamphlet, which contains a critical analysis of the conflicting contemporary 
reports of the events leading up to his departure from the Spanish Court, where he had been 
physician to Philip II, and of his subsequent wanderings until death overtook him, in 
October, 1564, on the island of Zante. The letter of Languetus to Peucer retailing the news 
which had been written by an unnamed correspondent in Spain, and upon which the latest 
biographers of Vesalius have relied, is dismissed as a forgery; and the author concludes from 
a careful examination of all the evidence that Vesalius went to Jerusalem as a pilgrim (he 
being probably an orthodox Catholic), in fulfilment of a vow, or at least from some religious 
motive—perhaps as a mark of thankfulness for his recent recovery from a dangerous illness. 
Vesalius had determined that his future home should be in Belgium, his native land, towards 
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which country his wife and daughter turned, after leaving him at Perpignan on his way to 
Venice. Thence he made his way by sea to Jerusalem, but on the return voyage the vessel 
encountered tempestuous weather, and on its putting into Zante, Vesalius was put ashore in 
a dying condition and was subsequently buried by a friendly hand. In the following year a 
monument was erected to his memory in the church of the Franciscan Convent of St. Mary, 
every trace of which has long since disappeared. It had been intended to mark the four 
hundredth anniversary of his birth (1914) by providing another monument which would 
record the inestimable debt which anatomy must ever owe to him, but while Europe 
continues to be devastated by fire and sword, this intention must necessarily be laid aside. 

Address on Immunity against Infectious Disease, with Special Reference to Anti¬ 
typhoid Inoculation. By E. J. McWeeney, M.A., M.D., D.P.H., F.R.C.P.I. 
Dublin: Sealy, Bryers, and Walker, 1916. 

The contents of this pamphlet were delivered as recently as January last by the Professor 
of Pathology at University College, Dublin, as an address to the Statistical and Social 
Inquiry Society of Ireland (a non-medical audience), and give an account of the method of 
protective inoculation against typhoid fever, its underlying principles, and the results 
obtained by its use. Commencing with an explanation of the theory of immunity and 
immunisation, the author proceeds to consider the incidence of typhoid on the general popu¬ 
lation, which in Great Britain has fallen during the last twenty years from 800 to 44 per 
million in consequence of the ordinary measures of sanitation, including the discovery and 
isolation of **carrier” cases. After paying a tribute to the labours of Sir Almroth Wright 
and Sir William Leishman, he describes the methods by which they arrived at the conclu¬ 
sions which enabled them to place the practice of protective inoculation on a sound basis. 
The plan was tried at the Banning and Richmond (Dublin) Asylum outbreaks with marked 
success, but received its first extensive application in the Boer War (in which it probably did 
not receive a fair trial), after which difierences of medical opinion arose which induced the 
War Office to suspend for a while the use of protective treatment. The author proceeds to 
give the main results reported by Sir William Leishman at the International Congress of 
Medicine in 1918, according to which, while in 1902 there were 1,012 cases of typhoid in the 
British Army in India, in 1912 the total number was 118, the reduction being in the main 
due to the extended employment of anti-typhoid vaccine. The history of the use of the treat¬ 
ment in America is then traced up to March, 1911, when an order was issued making it 
compulsory upon all those who were to participate in the manoeuvres on the Mexican 
frontier. The results achieved justified the step taken ; and in the following June the order 
was made compulsory upon all recruits. Finally, in September, 1911, compulsion was 
extended to all persons in the American Army under 46 years of age. Since compulsion has 
been adopted, typhoid has become practically non-existent in the American Army, and from 
all sides similar evidence of its efficiency is obtainable ; but while in the French Army com¬ 
pulsion has been in force since March, 1914, our own military authorities still falter. The 
latest report of the Army Sanitary Ck}mmittee on Enteric Fever in the British Expeditionary 
Force shows that the total cases number 212, with 22 deaths, of which 212 cases, 173 (81*5 per 
cent.) and all the deaths occurred among the uninoculated. Of the remaining 39 cases, 28 
had only received one injection or had been inoculated more than two years before, while 
only 11 cases occurred among those who were fully vaccinated. 

Text-book of Embryology. By E. W. MacBride, M.A., D.Sc., LL.D,, F.R.S. Volume I, 
Invertebrata« Edited by Walter Heape, M.A., F.R.S. Illustrated; pp. xxxii -f 692. 
Price 26 b. London : Macmillan and Go., Ltd., 1914. 

This important work is the first of three volumes designed to show the association of the 
structured development of embryos with broad generalisation of what is known of their 
physiology. The second volume, by Professor Graham Kerr, will deal with the lower verte- 
brata, and the third, by Mr. Richard Assheton, with mammals. The scope of this work is 
indicated by its objects—namely, to place before the reader in a succinct form the best 
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ascertained resnlfcs in the field of invertebrate embryology, and to indicate some of the 
problems which as yet remain unsolved and the best means of attacking them. In working 
out his scheme the author has chosen the spider as a type of the Arachnida rather than the 
scorpion, while the Trematoda and Oestoda have been left out of consideration because **it is 
difi&cult to obtain a complete series of the stages in the life-history of any one species.** 
A feature of this work which the author has striven to maintain is that of placing before the 
mind of the student the conviction that the ultimate object of the science of embryology is 
not solely the acquisition of this special knowledge, but mainly the importance of determining 
the laws of life which underlie the history of the embryo. The book contains eighteen 
chapters, and is illustrated by 468 figures in the text. The excellent index occupies twenty- 
one pages. 

A Tkxt-book Fcm Midwives. By John S. Faibbaikn, M.A., B.M., B.Ch.Oxon., 
F.R.G.P.Lond., F.B.G.S.Eng. Dlustrated; pp. xi -f 317. P'rice 10s, 6d. net. 
London: Henry Frowde and Hodder and Stoughton, 1914, 

The author of this book, while admitting the fact that he is adding another to the many 
text-books for the benefit of the midwife, pleads as his excuse that his work has special 
features, and that it is the outcome of a long experience of the needs and aspirations of those 
for whom it is intended. He maintains the view that among the more advanced school of 
practising midwives the thirst for knowledge is insatiable, leading to the use of medical books 
upon the subject to supply the deficiency. His hope, therefore, is that the scope of this 
work will be found to be wide enough to meet all the midwife's requirements in this regard. 
In the first forty-six pages are discussed the subjects of anatomy, physiology, and bacterial 
infection; then follow parts demoted to pregnancy, labour, abnormal presentations, abnormal 
labour, the infant, hygiene and disinfection, midwives’duties; an appendix, dealing with 
note-taking, weights and measures, and drugs; concluding witk a glossary of terms not 
explained in the text, and the index. The book is fully illustrated. 

Rapiogbaphy, X-bay Thbbapbdtics, and Radium Thebapy. By Robebt Knox, M.D.Edin., 
M.R.G.S.Eng., L.R.G.P.Lond. Illustrated; pp. xxi -f- 406. Price 26s. London: 
A. and G. Black, Ltd., 1915. 

This work, though partaking rather of the character of a handbook for those wishing to 
specialise in radiology, is intended to give as much information as possible in a compact 
form to students and practitioners on the subjects included in the title. The information 
given is essentially practical, diagrams are freely used to explain the principles of the various 
forms of apparatus, so that the beginner may readily understand how best to make use of 
tbem. The section on Radiography deals fully with the various modifications of technique, 
manipulation, and interpretation of the results obtained. Numerous illustrations are pro¬ 
vided which will greatly assist the diagnosis of difficult cases. In the section on Radio- 
tberapeutics the various methods of treatment are described in detail and the principles 
explained. The important question of dosage is dealt with thoroughly. The section on 
R^ium is fairly extensive and is sufficient to give the reader a useful working knowledge 
of that important agent. The proper selection of cases and the appropriate methods of 
dosage are clearly explained, while the physics of radium has been fully dealt with by 
Mr. G. E. S. Phillips, F.R.S.Edin.. 

Thb B.D.H. Guide to the Bbitish Phabmacopceia, 1914. Diagram; pp. 175. Price Is. 
London : The British Drug Houses, Ltd., 1915. 

This guide to the new British Pharmacopoeia, intended for the pharmaceutical chemist 
and compounder of medicines, has been compiled with the intention of pointing out the 
recent alterations, and of directing attention to those chemical substances which have now 
become official for the first time, and to the new galenical preparations which the pharmacist 
must henceforth stock ; for it is probable that a heavier burden than the making of these 



alterations is the discovery of what alterations it is necessary to make. Each article is 
dealt with alphabetically, and notes are made of the alterations, ostensible and otherwise. 
A single line at the side indicates that the substance so marked is official for the first time, 
and a double line that it differs materially in strength or composition from the corresponding 
preparation of the last Pharmacopoeia. 

An Intboduction to the Study op Organic Chemistry. By H. T. Clarke, D.Sc.Lond., 

P.I.C. Diagrams ; pp. viii + 48i. Price 6s. 6d. London : Longmans, Green and 

Co., 1914. 

The author states that this text-book has been written in order to cover the ground of the 
last syllabus of the lower examination in organic chemistry of the Board of Education exami¬ 
nations in science and technology, and also to meet the requirements of candidates for the 
medical examinations in organic chemistry. In the study of this special subject stress is 
laid upon the fact that no real knowledge of organic chemistry without laboratory work can 
be acquired—a point of great importance to the student, inasmuch as the tendency of 
examination questions is now to demand the inclusion of the description ** of all essential 
practical details.” Hence the necessity of a practical training in the science. The first two 
chapters are expository of the simplest features of the chemistry of the carbon compounds, 
and introductory to the discussion of the methods of purification and analysis. Then follows 
the description of the properties of the different classes of organic compounds. Three 
pages of problems and a full index complete the volume. 

English Medical Women : GlUipses op their Work in Peace and War. By A. H. 

Bennett: with a Preface by Stephen Paget, P.R.C.S. Illustrated; pp. 158. 

Price 3s. 6d. London: Sir Isaac Pitman and Sons, Ltd., 1915. 

This book has been written in order that the history of the entrance of modern women 
into the medical profession, and the excellent work that has been accomplished by them in 
England, may be more widely recognised; and as a lay-woman the author claims that 
seeing the work from the outside enables her to describe details which interest outsiders. 
After a passing mention of the medical women of early times, we are reminded that the 
name of the first modem lady doctor, Miss Elizabeth Blackwell, M.D., of the University of 
Geneva, New York State, appeared in the first Medical Register which was issued in 1859 ; the 
first of her sex to procure an English medical qualification being Miss Garrett (afterwards 
Mrs. Garrett Anderson), who took the L.S.A.(Lond.) in 1865. The story of the long struggle 
at Edinburgh is then told in detail, and is pursued until we meet with the triumphant 
statement that every medical licensing and degree-conferring body in Great Britain has now 
opened its doors to women, except the Universities of Oxford and Cambridge. The author 
completes the first part of her narrative by tracing the history of medical teaching for women 
from its commencement in 1877, at the Royal Free Hospital, to which the London School of 
Medicine for Women has ever since been affiliated. The second part of the volume deals 
with the work of women doctors in peace and war, gives the history of the foundation and 
progress of the New Hospital for Women (which commenced as a dispensary in 1866 and 
to-day occupies a large building in the Euston Road), and takes a cursory survey of the 
various hospitals for women and children in London and the provinces, the medical staffs of 
which are composed wholly or in part of qualified lady doctors. Not the least interesting are 
the chapters dealing with the Women’s Hospital Corps working under the French Red Gross, 
at Claridge’s Hotel in Paris, and with the heroism of a similar corps under fire at the 
bombardment of Antwerp, and concluding with an account of the Medico-Psychological 
Clinic recently established in London for the practice of psycho-therapy, to which subject 
the following words of Mr. Stephen Paget’s preface refer: “I doubt,” says he, “whether 
Miss Bennett is justified in saying that psycho-therapy is a good opportunity for women’s 
work. In plain English psycho-therapy is the cure of souls; and there are parts of my soul 
which nothing would induce me to let a woman see—or a man either.” But psychopathy 
docs not always permit volition or choice. 
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The Next Genebation : a Stddy in the Physiology op Inheritance. With Supplement 
(inset). By Frances Gulick Jewett. Illustrated; pp. xi + 236. Price Ss. Cd. 
Boston and London : Ginn and Co., 1914. 

The purpose of this book is to present in plain language to young people the principles of 
heredity, environment, and personal development, so that they may understand how cell- 
life is carried on by a process of evolution from one generation to anotheri The laws of 
inheritance as expounded by Mendel, and their application to the reproduction of all plants 
and animals are lucidly explained, together with the meaning of dominant^ and recessive 
characters; with the corollary that as the required characteristics and type of any plant or 
animal can be obtained at will by human selection, so, without man’s aid. Nature herself 
has arrived at a similar result by natural selection. The process of evolution (Darwin’s 
five-linked chain) is exemplified in the codfish, in which the prodigality of Nature is instanced 
by its thousands of eggs, few of which get as far as being hatched, while among those which 
are hatched begins the struggle for existence. As that struggle continues variations appear 
among the survivors, those only who are fittest to survive becoming parents and trans¬ 
mitting to their descendants those characteristics of superiority which can with advantage 
be transmitted to future generations. The evidences of evolution are then discussed, and 
are followed by a description of the principles of heredity, and of Weismann’s theory of the 
non-transmission of acquired characters. The remainder of the book deals with the 
deleterious influence upon the human organism of alcohol, tobacco, and venereal disease ; 
and after brief mention of the recent gospel of Eugenics, the suggestion is made that in the 
same way that cretinism has been stamped out in the Valley of Aosta by preventing the 
marriage of aflected persons, so race regeneration should be sought for in the inhibition (by 
legal means, if necessary) of the marriage of the unfit. 

Malay Poisons and Charm Cubes. By John D. Gimlette, M.R.C.S., L.R.C.P. Pp. viii 
4- 127. Price Ss. fid. London : J. and A. Churchill, 1915. 

This small brochure is based upon the author's eighteen years’ service in the Government 
of the Federated Malay States, ten of which have been spent in Kelantan. It is descriptive 
of the folk-lore of the Malays, and introduces us to many curious customs and practices of 
the witch-doctors, or medicine men, skilled in the use of local native medicines. The list of 
poisons is remarkable in its variety and extent; and yet we learn, from a notable native 
authority, “ that a universal cure for any native poison can be prepared from the wing-bone 
of a goose, the horn of the wild goat, the spine of the sea-porcupine,” and various yet 
unidentified jungle roots and barks. Goose bones are often used as a medicine, and form part 
of a mixture employed in the treatment of yaws. On the other hand, tne administration of 
fresh coco-nut water is held in high esteem as an antidote in Malay poisoning. The poisons 
are derived from many sources—from fish, butter, snails, millipedes, jungle and village plants, 
powdered glass, sand and quicklime, and bamboo hairs, which mixed with powdered glass 
cause a chronic pseudo-dysentery. The reason, however, for this armamentarium of noxious 
products does not seem to be apparent. That they are used with lethal intent is evident; 
and that some of them are resorted to by burglars to avoid interruption in their nefarious 
designs is mentioned. But we do not gather from the author why the native Malays should 
require so many poisons for lethal purposes. 

LiE Tbaitement des Anomies. By H. Vaquez and Ch. Aubertin. Charts ; pp. 90. 
Price 1 fr. 60. Paris : J. B. Bailli^re et Fils, 1914. 

The subject of aniemia has not attracted the attention it deserves, according to the 
authors, despite the advances which have been made within recent years in its setiolog}’’ and 
treatment. The time, therefore, they consider, has come for supplying the deficiency, and 
this small book is tbe outcome of their belief. Their observations are based upon the 
division of anaemia into two parts—namely, ch loro-anaemia and anaemia of systemic origin, 
such as that due to cancer, syphilis, tuberculosis, toxaemia, &c. The bulk of the book deals 
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with the question of treatment, in which iron, arsenic, and arseno-benzol are discussed, as 
w'ell as the use of serums and other methods, such as transfusion of blood, injectious of 
defibrinated blood, cholesterin and glycerine, radio-therapy, thorium a;, and splenectomy. 

A Key to Health and Long Life. By F. W. D. Mitchell, I.S.O. Pp. 1G4. Price 3s. Gd. 
London : C. W. Daniel, Ltd., 1914. 

From the preface we learn that the author, “ now in his seventieth year, completed, 
iilinost a quarter of a coutur}' ago, the five years’ course prescribed by the Conjoint Board, 
but owing to the demands of other work could not devote sufficient time to enable him to 
pass the Final Examination and obtain a medical qualification.” The dietetic rules to which 
he draws attention have, we are told, been tested by him for more than forty years, and “ their 
practical value and accuracy have been proved beyond all possibility of error.” The argu¬ 
ments upon which these rules arc based are summarised'as follows (p. 13): “ (1) By far the 
greater number of common diseases arise from degenerative changes within the body, not 
from infection or contagion from without; (2) llic degenerative changes are the result of the 
presence in the blood of mal-products of digestion, called lithates, urates, or uric acid 
compounds ; (3) the blood can be kept free from these highly injurious substances by a little 
self-denial, and by attention to a few' simple precautions in regard to digestion, diet, and 
exercise; (4) the only certain, convenient, and reliable test of healthy digestion, applicable 
by anyone at any time, is the absence of visible deposits in the water after cooling.” The 
author proceeds to support his argument by frequent quotations from various medical 
writers, ancient and modern, whereby he arrives at the conclusion that ” it is becoming 
more certain every day that indigestion is the beginning of almost all our ailments—slight, 
serious, or fatal ” (p. 118). 

The Mental Health of the School Child : The Psycho-educational Clinic in 
Relation to Child Welfare. Contributions to a New Science op Ortho- 
PHRRNICS and ObTHOSOMATICS. Bv J. E. WALLACE Wallin, Ph.D. Pp. xiii -h 4G3. 
Price 2 dollars. Yale University Press, Kew Haven, U.S.A., and Humphrey Milford, 
Oxford University Press, London, 1914. 

Most of the chapters of this book are reprints from the various periodicals in which they 
originally appeared, their publication in volume form being prompted by the widespread 
interest which is rapidly manifesting itself in the grave social and educational problems 
which spring from the presence, in every populous community, of large numbers of mentally 
abnormal children. The object of the author is to show the way in W'hich practical psycho¬ 
logists and expert educationalists may play their part in the movement towards the diagnosis, 
identification, study, and training of feeble-minded, backward, and mentally abnormal school 
children. The inspection of these children for the purpose of discovering communicable 
disease has become a universal custom, though the importance of examination for the detec- 
tion of physical defects is not yet fully recognised ; yet so far as the proper development of 
the individual is concerned, this is the more necessary of the two. The objects of school 
life and the interdiction of child labour are similarly directed tow'ards providing children 
with such mental and bodily training as will eventually increase their future productive 
capacity ; but unless the physical health is cared for the mental machine becomes incapable 
of assimilating the knowledge olTered at school, the expense of which is borne by the State 
in the expectation that it will be returned in after years in the form of an increased 
capacity, mental and physical. Tlie author’s principal plea is for a further psychological 
examination, and he suggests, in this reference, the formation of a separate class for mentally 
deficient school cliildren, by which means the progress of the regular class would not be 
liindered by backward scholars, and at the same time a sort of clearing-house would be 
established to which these backward scholars might be sent until, by medical and other 
treatment, they were rendered more capable of assimilating knowledge, wlien they would 
return to the regular class, while the residue upon whom ordinary treatment had no bcneficiid 
ullect w'uuld be passed on lo other institutions for the feeble-minded. 
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Society's Library ,— Ed.] 

The Minor Horrors op War. By A. E. Shipley, Sc.D. Pp. 166. Price Is. 6d. net 
London : Smith, Elder and Go., 1915. 

Tills book is a reprint of the articles contributed by the author, which appeared in the 
British Medical Journal. For the benefit of those to whom the articles may be unknown, 
it may be stated that the title, ** The Minor Horrors of War,” is used neither in a medical 
nor a surgical sense, but describes the verminous authors of the discomforts which arise 
from uncleanly surroundings. Among these the louse, the bed-bug, and the flea are first 
dealt with; secondly, the flour-moth, flies, mites, and ticks. To leeches three chapters 
are devoted, about which much information is given, the author describing the medicinal 
leech ** as really the friend of man and of the soldier, being a beneficial and not a 
harmful animal.” This testimonial to the well-known Hirudo medidnalis is only just in 
view of the benefits which it is often able to confer. The work is written in a semi- 
popular style, and, as the author confesses, *‘ih a certain spirit of gaiety”—the same 
gaiety which, despite depressing times, is unquenchable among, and characteristic of, our 
troops at the Front, thus setting an example to be followed by those to whom war service is 
impossible. 

Domestic Hygiene for Nurses. With so much op Chemistry and Physics as are 
NECESSARY TO THE BbASONABLE UNDERSTANDING THEREOF. By FrED. J. SmITH, 
M.D., F.R.C.P. Second edition. With 20 illustrations; pp. 172. Price 2s. 6d. 
London; J. and A. Churchill, 1916. 

Nurses, assuredly, cannot complain of the amount of literature provided for them with 
which to supplement their training. This small book, compiled for the benefit of nurses, 
deals with the elementary facts of hygiene, a knowledge of which forms part of the nursing 
educational course. The author being the examiner in the subject to the nursing proba¬ 
tioners at the London Hospital, the book naturally becomes one of examinational interest 
for those concerned, and the fact that a second edition has been called for proves that those 
for whom it is intended have found it useful. 
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Supplement to the British Pharmaceutical Codex, 1911. Including Additions, 
Alterations, and Corrections. Price Is. net. London : The Pharmaceutical Press, 
1916. 

This supplement has been prepared, on the advice of the Scientific Advisory Committee, 
by the Pharmaceutical Society’s Codex Revision Sub-Committee. It contains particulars of 
important additions and alterations which have become necessary since the publication of 
the British Pharmaceutical Codex, including new monographs, galenical formulee, a series of 
formulee for test solutions, a list of the chemical equivalents of substances known under 
proprietary names, alterations in the text of the Codex necessitated by the publication of the 
British Pharmacopoeia, 1914, and a list of corrigenda. 

The Localisation of Bullets and Shell Fragments. A Record of Personal 
Experience. By Francis Hern am an-Johnson, M.D. Pp. 23. Price Is. net. 
London: H. K. Lewis, 1915. 

This pamphlet is an amplification of two articles published by the author in the British 
Medical Journal, It comprises, not a treatise on localisation, but a record of personal 
experience. The value of X-ray work, in military practice, depends upon accuracy of 
localisation and rapidity of results. The author describes in his pages how both these 
objects can be attained by the methods he has introduced. The definite advantages of these 
he claims to be: (1) Saving of plates; (2) saving of time; (3) correlation of plate images 
with skin markings; (4) the skin marks are made by direct vision ; (5) employment of a 
long base line ; (6) portability. 

Defective Children. By T. N. Ebltnack, M.D. Pp. xvi + 462. Price 7s. 6d. net. 
London : John Bale, Sons and Danielsson, Ltd., 1916. * 

The literature devoted to child welfare, stimulated largely by the education service of 
the country, has become a noticeable future during recent years. This book is the newest 
addition to the subject, and has been designed on comprehensive lines. Its object is to 
provide, in a practical form, information descriptive of the various incidents of defectiveness 
prevalent in children of the school age period, also to afford helpful advice in the adoption 
of prophylactic measures where such are likely to prove applicable, as well as to assist in the 
establishment of ways and means whereby effective steps may be organised for the rectifica¬ 
tion, arrest, or amelioration of all forms of defect. In furtherance of this scheme each 
subject dealt with comprises a contribution from a recognised authority, included among 
which are many well-known names. In addition, the work contains a descriptive account of 
defective children in other parts of the world, such as Canada, the United States, France, 
Germany, and Hungary. The scope of the work reveals the extent to which defectiveness 
prevails among children, and emphasises the need which exists for the adoption of methods 
to deal with it. 

Scheme for Dealing with Tuberculous Persons in the County of London: its 
Application to other Cities, with some Observations on the National 
Organisation of the Campaign against Tuberculosis. By D. Barty King, M.A., 
M.D.Edin., M.R.C.P.Lond. &Ed. With a Foreword by Professor Sir William Osleb, 
Bart., M.D., F.R.C.P., F.R.S. With charts; pp. x-f 64. Price5s.net. London: 
John Bale, Sons and Danielsson, Ltd., 1915. 

The preparation of this scheme has taken the author two years to elaborate. In a fore¬ 
word, Sir William Osier says of it: **It looks complicated, as does any great piece of 
machinery, but carefully constructed, managed by good engineers, and oiled by mutual good 
feeling, it should run smoothly and efficiently. ” In order fully to grasp the details of this 
scheme, reference must be made to the work itself. It covers a wide area of interests 
involved in the tuberculosis question—as, for example, in making provision for the intimate 
help and co-operation of the voluntary agencies, and in endeavouring to eliminate hospital 
abuse. In this effort to solve a great problem many original suggestions are put forward. 



43 


Text-book op Public Health. By E. W. Hope, M.D., D.Sc. Eighth edition, revised and 
enlarged. With 54 illustrations ; pp. x + 267. Price 6s. net. Edinburgh : E. and S. 
Livingstone, 1915. 

This book is a reprint of the section on public health which has hitherto appeared in 
Husband's Forensic Medicine/' and the republication of this section as a separate volume 
will, the author believes, prove more serviceable to the student. The scope of the work has 
been designed to meet the requirements of the medical student or the practitioner reading 
for the Public Health diploma. The demands of the syllabus, in this regard, are fully 
provided for in the work. 


A Text-book of Medical Jurisprudence and Toxicology. By John Qlaister, M.D., 
D.P.H.Camb., F.R.S.E. Third edition. With 137 illustrations and 1 coloured plate; 
pp. XV + 857. Price 15s. net. Edinburgh : E. and 8. Livingstone, 1915. 

In this, the third edition of the author’s work, certain new features have been incor¬ 
porated : a short description is given of the duties, the statutory powers, and of the penal 
resolutions of the General Medical Council. Some rearrangement of the chapters has also 
been made in respect to curtailment and extension, and new illustrative cases have been 
added. The whole work has been brought up to date, while readier reference to the subjects 
dealt with has been secured by a more detailed and complete index. 


Studies in Questions relating to Eye-tbainino. By William Phillips, M.A. Pp. 188. 

Price Is. 6d. net. London : Blackie and Son, Ltd., 1914. 

This small volume is one of the most recent which^ the publishers have issued in their 
** Liibrary of Pedagogics.” Its object is to discuss whether the efficiency of the eye as an 
optical instrument can be increased by training or special exercises. The subject is variously 
dealt with in several chapters, some of which seem, indeed, beyond the range of the scope 
of the work. Of these, mention may be made of Peculiarities in the Vision of Certain 
Forms of Life other than Human” ; ** Woman's Supposed Special Sensitiveness to Colour 
IHfferences ” ; ** The Supposed Acute Sensibility of the Blind and Deaf.” On the other hand, 
<« Fye-training and Myopia,” an important aspect of the subject, receives a large measure of 
attention. The author accepts the view that ” the kind of myopia which is most prevalent 
in the schools is not of necessity dangerous or even serious.” He claims, however, that no 
evidence exists to show that any method of eye-training has been successful in reducing the 
number of myopes or the grade of myopia to which they are subject. The conclusion, 
generally, at which he arrives is that no special kind of drill or training in schools is necessary 
for the eyes, provided that the proper hygienic conditions prevail for their use, and, when¬ 
ever necessary, they receive proper medical attention. 


Swanzy’s Handbook of the Diseases of the Eye and their Treatment. Edited by 
Louis Werner, M.B., F.K.G.S.I. Eleventh edition. Illustrated; pp. xvii -f 64G. 
Price 128. 6d. net. London : H. K. Lewis, 1915. 

In this new edition, the first which has appeared since the death of Sir Henry Swanzy, 
the editor has carefully maintained the general plan and character of the book. Complete 
revision of the text, however, has been carried out, and the various sections brought up to 
date. This has involved the incorporation of much new matter, without, at the same time, 
adding much to the increase in the number of pages. The chapter on the pupil, omitted 
from the last edition, has been restored. The section on nystagmus has been altered and 
amplified, and now includes a brief account of vestibular nystagmus. The trephine opera¬ 
tion for glaucoma has been dealt with in greater detail, and numerous minor improvements 
and additions have been made. The volume also contains many new illustrations. 
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Watee Supplies ; Theib Pubipication, Filtbation, and Stebilisation. By Samuel 
Rideal, D.Sc.Lood., and Ebic K. Rideal, B. A. Cantab. Illustrations, 24 plates ; 
pp. xii + 274. Price Ts. 6d. net. London : Crosby, Lockwood and Son, 1914. 

The science and practice of water purification and testing of drinking water have been 
largely developed in recent years, especially by experience in the United States, and this book 
therefore embodies many comparatively new methods—chemical, physical,and bacteriological 
—bearing upon the ever-changing problems of collection, storage, protection, and distribution. 
The best examples of the latest results of research applied in actual work in this country 
and on the continents of Europe and America are described. The first chapter deals with the 
chemical and physical properties of water which may approiimate, practically, to the ideal 
purity, with a sub-chapter upon saline and medicinal waters, including interesting tables of 
their radio-activity. According to these latter the waters of Brambach, in Saxony, show 
a radium content of 2,270 Mach4 units, which is astonishing as compared with the modest 
155 units of the celebrated Gastein, the 126 of Baden-Baden, 88 of Karlsbad, or the 26 of 
Yellowstone Park, California. The chapter on contaminations by organic matter, soluble 
or in suspension, living or dead, is illustrated by photomicrographs of typical impurities, 
with accounts of their origin ahd behaviour. The chapter discussing sources of supply deals 
with and compares wells, tube or dug, springs, streams or rivers, rain, and the artificial 
distillation of sea-water; also the saturation line of ground supply, testing for pollution, and 
the construction of tanks. A historical review of human settlements as related to natural 
water supplies prefaces the chapter on distribution ; the evolution of modem modes of 
collection, storage, and delivery being traced. There is a discussion, with a table, of the 
potentials in volts of electrical loss allowed on tramway systems in various cities, as affecting 
the destruction of water-pipes, by solution. The method of protection from electrolytic 
action, either by curients from lighting or power circuit leakages, so that any water system 
shall be everywhere at a constant potential, is explained. The engineering provisions for 
storage in the construction of dams and reservoirs, the problems of preliminary purification 
by various kinds of filtration, natural or chemically assisted sedimentation and coagulation, 
are fully described. Determination of the “hardness ” of waters and methods of softening 
is discussed, as well as modes of sterilisation—chemical, physical, bio-chemical (or bacterio¬ 
logical), by electrolysis, ozone, and the ultra-violet or mercury vapour electric light, or by 
a combination of these. The final chapter is devoted to the technique of the various methods 
of interpreting and checking the result of the treatment of water by analysis—viz., physical 
tests for temperature, odour, taste, colour, <kc. Four appendices contain tables exemplifying 
the ultimate and detailed analysis of typical potable waters from many well-established 
municipal supplies, embracing every variety of source; and of sewage effluents, treated and 
untreated, from tainted streams, sewage farms, and factories. Also analyses of boiler incrusta¬ 
tions from different waters, characteristics of water-bearing rocks, and ferro- and plumbo- 
solvent waters. Each chapter has its own bibliography appended, and there is at the end 
a short special index to them of the names of authorities, in addition to a general index. 


Feveb : Its Thermotaxis and Metabolism. By Isaac Ott, A.M., M.D. Illustrated; 
pp. 166. Price $1.50. New York : Paul B. Hoeber, 1914. 

This book is the substance of three lectures delivered by the author embodying his views 
upon the subject of fever, matured after forty-five years’ study and observation as a prac¬ 
titioner and a physiologist. His conclusion is that fever is a neuro-toxogenic process, in the 
course of which the toxins stimulate the cells, causing increased metabolic change and con¬ 
tinued consumption of energy. He submits that there is no increased production of heat during 
fever, and affirms that to imagine this is so is “ridiculous.” In discussing his views, many 
references arc made to the scientific work of others, dealing with pathological and physiological 
questions, thus introducing points that have a close bearing upon the clinical aspects of 
disease, in which fever is present. The first lecture mainly deals with the neural origin of 
heat production ; the second with thermolysis, or heat dissipation ; and the third consists of 
the study of malarial fever and metabolism in relation to fever generally. 



45 


XiEPEB Houses and Medijbvau Hospitals : being the FitzPatricx Lectures delivered 
BEFORE the BOTAL COLLEGE OF PHYSICIANS, LONDON. By CHARLES A. MeBCIEB, 
M.D. Pp. 47. Price Is. net. London : H. K. Lewis, 1916. 

These lectures represent an historical sketch of sanatoria, isolation places, and poor-houses, 
which, under monastic forms, were, from the earliest Christian times. Church and State 
institutions, and also embody suggestive speculations as to the nature of lepro^. It is well 
known that houses or settlements for the segregation of lepers were among the first special 
provisions made for the afflicted ; it is not known, however, why, and by what means, that 
once most prevalent of all diseases became comparatively rare. Dr. Mercier bayards, in the 
first lecture, the interesting conjecture that as the increase of various manifestations of 
tuberculosis kept pace with the contemporary diminution of leprosy—so that to-day pul¬ 
monary consumption is the main world’s scourge—an explanation of the phenomena may 
possibly be found in the assumption of the gradual change by evolution of a bacillus. The 
author points out the very similar characteristics of certain strains of the tubercle bacillus— 
notably the strain of lupus—with strains of the leprous bacillus so far as we know it, and 
their very similar manifestations, as pointing to a common descent. The author gives 
reasons for at least entertaining the possibility of the hypothesis that the undoubted simul¬ 
taneous, spontaneous, and inexplicable disappearance of leprosy, and the spread of tuberculosis 
may be related. The second lecture describes how, during the centuries, prison-like leper 
houses, partly almshouses, but mostly of a monastic type, became the many-functioned, 
privileged, and restricted institutions, which for long partook in quaint combinations of tbe 
nature of penitentiaries, dispensaries, or hotels for the traveller; in fact, houses of restraint 
or refuge like our hospitals and infirmaries to-day. The extraordinary bequests of pious or 
unscrupulous founders, with their recital of minute and endless detail, atonement for greed, 
promptings of superstitious fear, and vicarious bequests, vividly resemble the red tape and 
circumlocution of dead hands our Charity Commissioners still have to disentangle. 

Manual of Instbuction fob the Koyal Naval Sick Berth Staff. Printed under the 
Authority of His Majesty’s Stationery Office. Illustrated; pp. vi -f 607. Price 2s., 
crown 8vo. London: Eyre and Spottiswoode, Ltd., 1914. 

This “Manual of Instruction ” is a text-book of anatomy, physiology, medicine, surgery, 
and therapeutics, for the use of probationers and others preparing for examinations for higher 
ratings; and a compendious reference work for instruction at the Naval Hospitals. With 
the aid of innumerable diagrammatic illustrations tbe elements of surgical anatomy, with 
especial reference to the common fractures or dislocations, and operative procedure, are set 
forth. The main facts of physiology, and the principal phenomena of pathology in typical 
diseases are recounted. While the interest and imagination of the trained nurse are 
stimulated by the rationale of treatment being very fully indicated, be is at every point 
reminded of the line beyond which the most intelligent “first-aid” should not encroach upon 
the responsibilities entrusted to the fully qualified practitioner. In text and illustration the 
“ Manual ” has drawn upon the St. John’s Ambulance Association, the Royal Army Medical 
Corps Training (1911), and Fleet-Surgeon Gaskell’s “First Aid in the Royal Navy,’’ for 
descriptions of bandaging, stretcher exercises, and tbe technique of many procedures. There 
are special chapters upon poisons, asphyxia, anaesthetics, cooking for the sick, post-mortem 
routine, preparations for general actions and for landing parties, descriptive lists of official 
medicines and instruments supplied to H.M. ships, with brief indications of the use of the 
former and the care and preservation of the latter. Tbe “ blue-book’’ price of production, 
made possible by tbe assistance of the Comptroller of His Majesty’s Stationery Office, 
accounts for the very low price which places such a volume within tbe reach of all. 

Health fob the Middle-aged. By Seymour Taylor, M.D., F.R.C.P. Pp. ix -f 103. 
Price Is. net, foolscap 8vo. London: Methuen and Co., Ltd., 1916. 

This small work is compiled as ofiering to the non-medical average middle-aged person— 
of inteUigence and in fair health—advice upon every-day matters of hygiene which affect 
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well-being and fitness to longevity. As ** middle-aged ” the author classes those between the 
ages of 49 and 63 (following the London physician Southey), placing ** maturity” at the age 
of 46. In justification of a modem view of these prolonged periods Dr. .Taylor epitomises in 
his first chapter, for the comfort and encouragement of those no longer young, the latest 
figures derived from actuarial experiences of life insurance companies. One interesting 
generalisation he points to is that survivors to the age of 65 have a better expectation of life 
—in some respects—than the average middle-aged; hence the importance of care in the 
**middle age.” The subjects dealt with are: Diet (Alcohol, Tea and Coffee, with Tobacco, 
having separate special chapters), Clothing, Ventilation, Cleanliness, Sleep, Exercise, 
Recreation, and Rest. The author does not absolutely condemn alcohol, but urges tem¬ 
perance in all things excepting sleep and fresh air. 

Cunningham’s Text-book op Anatomy. Edited by Arthur Robinson, M.D., F.R.C.S.Ed. 
Fourth edition, revised. Illustrated by 1,124 figures from original drawings, 637 of 
which are printed in colours, and two plates; pp. xxvii -f 1593. Price Sis. 6d. net. 
London: Henry Frowde and Hodder and Stoughton, 1915. 

This new issue of Cunningham’s “Anatomy” is a revision of the fourth edition, which was 
published two years ago. Some alterations have been introduced which the advance of 
knowledge have necessitated, but apart from these and the general revision of the text, no 
important change is to be noted, such as distinguished the last edition. 

The Alimentary Tract: a Radiographic Study. By Alfred E. Barclay, M.A., M.D., 
B.C.Cantab., M.R.C.S., L.R.C.P. With 76 illustrations; pp. xvi -f 196. Price 
128. 6d. net. London: Sherratt and Hughes. 

This book is tbe second edition of the author’s former work, “ The Stomach and 
(Esophagus.” Having, however, expanded his subject to include the whole alimentary tract, 
the new title was adopted as more expressive of its scope. Taken as a whole, the volume 
emphasises the value of radiography in the diagnosis of gastric and intra-abdominal lesions— 
lesions which belong, as the author states, to that branch of medicine, perhaps the most 
intricate and difficult. Stress is laid upon the diagnostic results by means of fluoroscopy, 
derived from the observations of the shadows seen on the screen. “ It is,’’ admits the author, 
“ a great deal easier to be a radiographer, taking pictures of opaque meals, than a radiologist, 
who interprets the shadows that he sees.” After discussing the question of technique in the 
examination of patients, the author proceeds, in further chapters, to deal with such subjects 
as the diagnosis of affections of the oesophagus, the normal stomach, the pathological 
stomach, gastric ulcer, and hour-glass stomach, the aetiology of gastric and duodenal ulcers, 
the large and small intestine, &c., and in some concluding ob6er\’ationB affirms that “the 
X-ray method is of some value by itself, but when taken in conjunction with all the other 
available means of investigation, it becomes the greatest of all aids we possess in the diagnosis 
of diseases of the walls of the intestinal tract.” A tabulation of cases is appended, together 
with a bibliography, and an index, which might be usefully extended. 

Fekble-mindednesb : Its Causes and Consequences. By Henry Herbert Goddard, 
Ph.D. Pp. xii + 699. Price 17s. net. New York : The Macmillan Co., 1914. 

This book is intended not only for physicians interested in feeble-mindedness, but also for 
legislators on the subject. It has been prepared from a mass of laboriously compiled data, 
and, while it forms a text-book on idiocy, imbecility, and allied social evils, it is mainly 
devoted to the study of their inheritance. It is interesting to note that the author does 
not admit hereditary relationship between feeble-mindedness and insanity, but regards the 
former as a hereditary condition following the Mendelian law ; normal-mindedness behaving 
as a dominant and feeble-mindedness as a recessive character. There are numerous illustra¬ 
tions and heredity charts, one going as far back as six generations, and the whole argument 
is logically worked out. The volume is well got up. 
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A Campaign against Consumption : A Collection of Papbbs relating to Tuberculosis. 
By Arthur Ransomb, M.D., F.R.C.P., P.R.S. Pp. viii + 268. Price lOs. 6d. net. 
Cambridge and London: Cambridge University Press, 1916. 

Dr. Ransome has arranged for republication in this book twenty-two contributions made 
by him during the past fifty years upon the subject of phthisis, or public health questions 
which bear upon tbe causes and prevention of pulmonary tuberculosis, together with lectures 
to local associations. The author’s interest in an organized attack upon conditions favouring 
phthisis and its spread dates back to 1860, when, in Salford and Manchester, he initiated a 
weekly register of new cases of diseases, including consumption. Returns compiled during 
twelve years from these statistics were, according to Dr. Ransome, incentives to the more 
complete ** Notification of Disease” subsequently established. As the period covers time 
before and since the isolation of the bacillus by Koch, it should be interesting to study the 
effect of a capital discovery upon medical thought. The early recognition by Dr. Ransome 
of the importance of fresh air, ventilation, limitation of infection, and the need for State 
control, is significant. Among the personal researches are original observations upon the 
effects of oxygen, ozone, iodoform, cultivation media, and intra-pulmonary injections. The 
illustrations include a photomicrograph of a cultivation on wall-paper from the breath at 
ordinary temperature; maps of districts of Manchester and Salford ; and many curve charts 
of statistics bearing upon phthisis-rates compared in different parts of the United Kingdom. 
There are also appendices of certain meteorological factors from observations since 1867 at 
Liverpool, Bidston, and Birkenhead; death-rates between 1851 and 1903 in London, and 
other statistical information. Some almost forgotten therapeutic facts of suggestive interest 
are again made available in this collection, recording continuously Dr. Ransome's investiga¬ 
tions and literary activity during nearly two generations. 

Painless Childbirth in Twilight Sleep. By Hanna Rion. Pp. 246. Price 6s. 
London : T. Werner Laurie, Ltd., 1916. 

e 

This book is summarized on its title-page as A Complete History of Twilight Sleep 
from its beginning in 1903 to its present development in 1915, including its successful use 
in Great Britain to-day, with all the important medical records of the doctors who have 
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employed the method, as well as the personal accounts of mothers who have experienced 
painless childbirth.” The author, deeply impressed by the extent of the suffering frequently 
involved in childbirth amongst women of to-day, and the probable effect on the birth-rate 
of the nervous horror of child-bearing produced thereby, undertook a personal investigation 
of the scopolamine-morphine treatment. In the course of her researches she visited the 
Frauenklinik at Freiburg, where Drs. Krdnig and Gauss have conducted their experiments, 
and visited, corresponded with, or studied the published opinions of numerous doctors of 
several nationalities, notably German, British, and American. The book is definitely in¬ 
tended for the general public, and scientific terms are, as far as possible, simplified and 
explained. It is frankly propagandist in favour of the treatment, but contains the views of 
opponents as well as of advocates. There is a list of medical references, but a general index 
in addition would be a convenience to the reader. 

Occupational Affections of the Skin. A Bbibp Account of the Trade Processes 
AND Agents which give rise to them. By B. Prosser White, M.D.Ed., 
M.R.G.S.Lond. Pp. x -f 165. Price 7 b. 6d. net. London: H. K. Lewis, 1916. 

Occupational affections are of great importance, especially to those practitioners whose 
lot is cast in the great centres of industrial activity. It has been estimated by careful 
observers that one-sixth of all cases of skin disease are caused by the occupation of the 
patient. In this work Dr. Prosser White has made a careful compilation from original 
articles dealing with eruptions of this type. The book is divided into eight chapters, in 
which he describes the physical and chemical agents used in the various trades and occupa¬ 
tions, and the special characteristics of the eruptions which are produced thereby. The 
information everywhere is supported by references to the original communications, and these 
references materially enhance the value of the work. A very full index is appended. 

Bedside Hematology. An Introduction to the Clinical Study of the So-called 
Blood Diseases and of Allied Disorders. By Gordon R. Ward, M.D.Lond. 
Illustrated ; pp. 394. Price 158. net. Philadelphia and London : W. B. Saunders Go., 
1914. 

The scope of this work embraces, as its title implies, the study of clinical facts by 
the light of blood examinations in so-called blood diseases and those of allied origin. The 
author admits a primary difficulty. He affirms that a scientific classification is as yet 
impossible; hence, for the present, such a classification can only reflect the predilection of 
an individual author for views and theories to which his bias inclines; nevertheless of his 
own classification he submits that it is open to €dl manner of objections—objections based 
upon a charge of inconsistency from its “ very arbitrary ” character. The question, how¬ 
ever, of this classification difficulty is not one which detracts from the study of so important 
a subject, in which problems of diagnosis and treatment are primarily concerned. Through¬ 
out the volume the author has adopted, in the discussion of the various diseases, a uniform 
method distinguished by several headings—namely, synonyms, definition, nature, general 
pathology, allied diseases, setiology, age and sex, general symptomatology, course, duration, 
clinical varieties, complications, diagnosis, and treatment — a method which facilitates 
reference. The index might be, with advantage, expanded, and, for example, oral sepsis 
and intestinal sepsis, among other subjects mentioned, included. 

Methods of Quantitative Organic Analysis ; with Diagrams. By P. G. R. Kingscott, 
D.I.G., A.R.G.Sc., A.I.G., B.Sc.Lond., and R. S. G. Knight, D.I.C., A.R.G.Sc., A.I.C., 
B.Sc.Lond. Diagrams; pp. xvi -f 283. Price 6s. 6d. net. London : Longmans, 
Green and Go., 1914. 

The arrangement in this work, adopted by the authors, is based on that of a series of 
lectures attended by them during the session 1911-12. The first chapter is devoted to tbe 



49 


determination of molecular weight by physical methods, and includes among the latter those 
of Victor Meyer, Bleier and Kohn, Dumas, Koffmann, and others. “Ultimate Analysis’* 
forms the subject of the second chapter, and “Estimation of Typical Groups” and “Esti¬ 
mation of some Compounds of Technical Importance ” the two succeeding ones. A tabular 
list of the international atomic weights is given at the commencement of the volume. 
There are various diagrams in the text illustrative of special apparatus. 


Eibld Hospital akd Flying Column: being the Journal op an English Nubsing 
Sister in Belgium and Bussia. By Violetta Thubstan. Maps; pp. 183. Price 
2s. 6d. net. London and New York : G. P. Putnam’s Sons, 1915. 

To the fact that, after strenuous months in the first lines with a mobile unit in Belgium 
and Poland, sharing trenches and dug-outs with soldiers regardless of danger, Miss Thurstan 
was wounded by shrapnel and disabled by pleurisy we owe her lively account; written, in 
fact, on the spot during an enforced and much resented short rest. The author was com¬ 
missioned by the St. John Ambulance Committee to take charge of a party of nurses being 
sent to Belgium. The story opens with a tribute to the warmth of their welcome in Brussels 
by the now famous Burgomaster Adolphe Max, and their speedy exodus to Charleroi, as a 
carnage centre when the German force swept in. When the wounded and prisoners were 
taken back to Germany, the party, with other civilians, though told they would be put over 
the Dutch frontier, were actually escorted in the slow hospital trains through Cologne, 
Dfisseldorf, Mfinster, and Hamburg, to Denmark! Permission being obtained to serve in 
Poland and Bussia, the party at once started, via Sweden and Lapland, to Petrograd. The 
war-time conditions observed on a memorable journey are described by the author, who, 
making common cause with the Bussian Sisters at Warsaw, and working in several large 
hospitals there, was soon in the thick of the terrible fighting at the bombardment of Lodz. 
The rapid fluctuations of the army fronts, necessitating daily or hourly sudden advances or 
retreat by the mobile units of the fiying ambulance columns, are graphically portrayed. The 
distinctions between even an emergency or temporary field hospital and the actual flying 
column, in the nature of their respective requirements, outfit and personnel, are very usefully 
explained. The real fiying unit boasts—like any corps of the army itself—of being ever 
re^y to go anywhere, and do anything, practically living in wagons, motor-cars, slow 
trains, or afoot on forced marches. In this exacting service the highly trained English 
nurses shirked no difficulty or danger, and never spared themselves the greatest sacrifice of 
personal comfort. Whether half-starved or nearly frozen in the reeking verminous pest- 
houses made to do duty for “hospitals,” it is seen that “first-thought” like “first-aid” 
for the Bufiering combatant is the supreme consideration. Many pages of this record 
are painful, horrible reading, though the writer, in confessing to a certain “ inexplicable 
happiness ” in her “ beloved column on the open road,” is not blinded to the wickedness of 
war. Her book is not a systematic survey of conditions as they have been or might be, being, 
as she says, noted on odd scraps of paper far from all reference books, when wounded or ill, 
and amid the turmoil of battle and marching; but in its side-lights on essential facts, and 
broad, sane outlook, it conveys much of interest and instruction. We are promised a 
continuation after convalescence from the disability which, soon after last Christmas, 
interrupted active work. 


Experiences as a German Prisoner. By L. J. Austin, P.B.C.S. With 12 illustra¬ 
tions ; pp. 158. Price 28. net. London : Andrew Melrose, Ltd. 

The author, a member of the British Bed Cross Society, who joined the first Belgian unit, 
recounts in a popular narrative the experiences of himself and his colleague (Dr. Elliott) as 
prisoners among the Germans during the first five months of the War. The writer and his 
friend had the misfortune to be captured within their first few days in Belgium, when they 
ran into the main German army marching on Namur. They soon discovered that “ the 
sanctity of the Bed Cross was an ideal of the past,” and the author tells how, although in 
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uniform, unarmed, and provided with all descriptive official passports, papers, &c., they 
narrowly escaped summary execution. It appears to have been inconceivable to even an 
educated German army medical officer that men could be really doctors unless they held 
a certificate of State examination. All their papers were taken from Mr. Austin and 
Dr. Elliott, never to be restored or seen again; so that, naturally, during many months 
of subsequent travel and re-transportations from one place of detention to another, without 
any documentary identifications, they were repeatedly re-examined by courts-martial, and 
subjected to constant suspicion and indignity. Some weeks of solitary confinement were 
first spent by Mr. Austin in a small dark cell at Cologne, in an old military prison. Described 
officially as “spies in some unknown uniform,” these Englishmen were watched and fed 
through trap doors by silent warders like any dangerous, hardened jail-birds. They were 
later confined at the special places of internment.for officers at Torgau, Burg, and Magdeburg. 
Early in the War, Mr. Austin tells us, it was confidently reported and widely believed in 
Germany that there was rebellion in all the Colonies, civil war in Ireland, riot and ruin in 
London, and a general disruption of our Empire. There is also a just appreciation of the 
occasional courtesies received at the hands of the enemy. The author was among a few who 
(selected it appears by lot) were released to be exchanged through Holland, mainly by the 
instrumentality of the United States authorities. The dozen sketch illustrations, which as 
free-hand, hasty impressions depict scenes in prison and canteen life, have already appeared 
in the Illustrated London News. 

The Medical Aunual. A Year Book op Treatment and Practitioner’s Index, 1915. 
(Thirty-third year.) With 149 illustrations and 71 plates; pp. cxx 959. Price 
10s. net. Bristol: John Wright and Sons, Ltd., 1915. 

The preparation of this edition of the Annual for the current year involved considerable 
difficulties, owing to the war. The military engagements of the contributors left but little 
time for literary labour ; their contributions, therefore, were necessarily delayed, and this it 
is which explains the lateness of the issue of the volume. The main features of the previous 
editions are maintained, but certain changes may be noticed. For some of these the publi¬ 
cation of a new edition of the “ British Pharmacopoeia” is responsible, and articles have 
been inserted dealing with its alterations and additions, while the drug references throughout 
the sections have been unified accordingly. Bearing upon the war are three articles: one on 
“Modern Naval Surgery,” one on “Military Surgery,” and the third on “Antiseptics in 
War, and the Method of their Application.” There is a very complete index, and there are 
numerous plates and illustrations. 

A Guide to the Use op Tuberculin. By Archer W. R. Cochrane, M.B.Lond., 
F.R.C.S.Eng., and Cuthbert A. Sprawson, M.D., B.S.Lond., M.R.C.P. With 
charts ; pp. vi -f 181. Price 58. net. London: John Bale, Sons and Danielsson, Ltd., 
1915. 

The aim of the authors has been to provide some plain rules for the practical employment 
of tuberculin in diagnosis or treatment, for the employment of tuberculin in a given case, 
and for estimating the first doses and the regulation of subsequent ones. Drs. Cochrane 
and Sprawson have compared their separate and individual institutional experience, and 
their joint work in carefully recording the effect of different kinds and strengths of tuber¬ 
culin as producing local, focal, or general reaction, and upon the course of tubercular disease, 
are set out in numerous chart diagrains of many cases extending over short and long periods. 
They regard as indisputable the evidence that tuberculin not only may, but should be 
employed in nearly all cases, with suitable precautions as to dosage; they are certain it is 
often curative and need not be harmful. Method and not principle must be blamed for any 
failure. Very minute doses are enjoined at first in most cases, and observed reactions are 
not considered necessary. They use the cubic millimetre, or c.mm., for prescribing doses 
and their strength, instead of decimals of the c.c. or mil. as now more properly termed. 
Dilutions as high as 1 in 500 to 1 in 10,000 are mentioned, and the technique of their 
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preparation described. Some fourteen varieties of tuberculin in use, or mixtures, are 
mentioned, of which several are considered of value, and to be used in some cases together; 
that is, in a certain prescribed order. In discussing the various effects of doses, the authors 
use the terms ** supersensitivity ” and ** subsensitivity.'’ As to the relative cost of different 
tuberculins, it is pointed out that perhaps tuberculin, rationally used, is the cheapest of all 
medicines. There are chapters on ** A Working Hypothesis of the Action of Tuberculin,” 
Pulmonary Tuberculosis in Children,” Contra-indications to Tuberculin Treatment,” 
and ** Tuberculosis other than Pulmonary.” 

The Opebative Tbbatmbnt op Chbokic Intestinal Stasis. By Sir W. Arbuthnot 
Lane, Bt., M.S., F.R.C.S. Third edition. Illustrated; pp. 201. Price 10s. 6d. net. 
London : James Nisbet and Co., Ltd., 1915. 

In this new edition of the author’s work on ** Chronic Constipation ” he has changed the 
title to ” Chronic Intestinal Stasis.” His thesis, which practical experience has so often 
endorsed, of the vulnerability of the tissues to intestinal toxsemia is further elaborated in 
the volume. The importance of the subject receives added weight from his claim that 
cancer is a result of chronic intestinal stasis. He illustrates the case of a toxic woman. 
The toxsemia ** manifests itself usually as an infection of the mucous membrane and muscle 
of the uterus, and is called endometritis or metritis. The continued presence of this 
infection brings about many troublesome consequences, the last link in the chain being here, 
as elsewhere in the body, cancer. Cancer is the last chapter in the three-volume story of 
« Chronic Intestinal Stasis.* ” In the section on the treatment adopted by the author^ many 
illustrative cases are given of divers diseases being benefited by the operative methods asso¬ 
ciated with his name. The volume also contains chapters contributed by Br. Jordan, Dr. 
l^athan Mutch, and Sir James Mackenzie, discussing the subject from the radiological, 
bacteriological, chemical, and clinical aspects respectively. There is no index. 

Animal Expbbimentation and Medical Pboobbss. By William Williams Keen, M.D., 
LL.D. With an Introduction by Charles W. Eliot, LL.D. Pp. xxvi -f 812. Price 
7s. 6d. net. Cambridge, U.S.A.: Houghton Mifflin Co., 1914. 

This volume consists of the collection of the author’s papers, previously published in 
various journals, upon the subject of experiments on animals, showing the influence for 
good which has result^ therefrom upon the progress of medical science. In America the 
active anti-vivisectionist propaganda are apparently comparable, in force and aggressiveness, 
vvith those which prevail in this country, and the author has taken a leading part in opposing 
them. He uses the word “ vivisection,” but disapproves of it, as applied to animal experi¬ 
ments generally, inasmuch as it implies ” cutting a living animal,” whereas only about 6 per 
-cent, of all the experiments upon animals are strictly vivisections. The book contains 
thirteen papers, preceded by a short introduction by Dr. Charles W. Eliot, of Harvard 
XJniversity, in which the misstatements of the anti-vivisectionists are exposed, and the value 
•of experimental research vindicated. In the author’s opinion “ the anti-vivisectionists are 
enemies of animals and of the whole human race,” a fact which his volume does much to 
•prove. The Bureau on Protection of Medical Research in America has published a series of 
itwenty-six pamphlets dealing with the subject; the titles of these the author includes in his 
preface. It is evident, therefore, that the anti-vivisectionists are not allowed to have entirely 
Ttheir own way in America. 


The Tuberculosis Nurse: Her Function and Her Qualifications. A Handbook for 
Practical Workers in the Tuberculosis Campaign. By Ellen N. La Motte, R.N. 
Introduction by Louis Hamman, M.D. With two illustrations; pp. xxiii -f 292. 
Price ^1.50 net. London and New York: G. P. Putnam’s Sons, 1916. 

Miss La Motte has brought into a comprehensive survey the varied aspects of sociological, 
political, and medical questions presented to her during many active years as Nurse-in-chief 
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of the tuberculosis division of the public health department of a progressive civic com¬ 
munity with the prestige of containing the well-known Phipps Foundation and Dispensary 
of the Johns Hopkins University Hospital. The City of Baltimore was among the first to 
organize an efficient visiting nurse association, the services of which were so highly appre¬ 
ciated that, from private enterprise, it rapidly passed into a branch of the local government. 
Through the sentiment created by the Maryland State Tuberculosis Association, an almost 
independent division of the service was formed to cope with the great white plague, armed 
with all prophylactic measures. Dr. Hamman, the physician in charge, considers the 
experience gained justifies a record of the machinery and its results, which the author 
has embodied in this book. The material is gathered, of course, only locally, under 
conditions purely American ; yet perhaps on a sufficient scale. The lessons frankly, but 
regretfully, acknowledged are that the tuberculous cannot be isolated in their homes, and 
cannot be “ cured ” in or out of sanatoria. But, so much admitted, tliere may be ameliora¬ 
tion, and arrest of the disease, in the individual, with the still higher object of protecting 
the community. The evidence is that, under continuously maintained conditions, the lesion 
is very amenable to treatment, so that many patients “ recover ** so far as to remain com¬ 
paratively well. The interesting results of statistics so fully compiled in a large settled town 
in which notification and registration was almost complete, has been, first, that while sana¬ 
torium “ recovery ** is almost invariably followed by relapse if vigilance is relaxed, yet the 
actual deaths from pulmonary tuberculosis during five years in a practically stationary popu¬ 
lation fell from 1,400 (in 1909) to 1,129 (in 1913). Miss La Motte finds this “ heartbreakingly 
slow *’ after so much concentrated strenuous work—but there is reason to believe that the rate 
had been continuously rising during previous years. The machinery of the nursing service 
of Baltimore is minutely described. The difference obtaining in poor law as between Great 
Britain and the United States renders much of the book inapplicable to other countries, but 
the full details into which the author enters respecting the duties, responsibilities, and 
rewards of the highly trained tuberculosis nurse apply to the organization of such work 
everywhere. Not only transatlantic, but other experience (as admitted in the preface), 
proves that educated women greatly assist in the often thankless task of silently rounding up 
a tainted flock, and by subtle segregation protect the whole community against itself. 


The Clinical Anatomy op the Gastbo-intestinal Tract. By T. Wingate Todd, M.B., 

Cb.B., F.R.C.S.Eng. Illustrated; pp. xii + 264. Price 6s. net. Manchester: 

University Press. London: Longmans, Green and Co., 1916, 

The author of this book was formerly Lecturer on Anatomy in the University of Manchester. 
He is now Professor of Anatomy in the Western Reserve University, Cleveland, Ohio. Doubt¬ 
less, however, to show that he has not forgotten his connexion with his old University, he 
has obtained as his publishers the University Press of Manchester. The contents of the 
volume embrace the substance of the course of lectures on the alimentary canal, as given 
in association with his present professorial appointment, and the work has been planned, 
with the primary intention of providing a handbook for examination purposes, to include 
anatomical facts, which, so far, have not been incorporated in anatomical text-books. Inci- 
dentally, we may note that no attempt has been made to introduce the Basle nomenclature. 
Of this he says, “ only a few carefully guarded terms are used, for the confusion introduced 
by that premature and ill-considered attempt to revise anatomical nomenclature is as great 
in America as it is in Britain.” The first pages include descriptions of the abdominal wall 
and the diaphragm ; other chapters, out of the eleven of which the book consists, deal with 
the peritoneal cavity, the features of the gastro-intestinal tract, the stomach, the ctecum, 
appendix and proximal colon, the distal colon, rectum and anus, with a note on the ileo- 
pyloric reflex. A full bibliography is added containing 355 references. Reproductions of 
radiograms are used to illustrate the text. 
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Matbbia Medica and Pharmacy fob Medical Students, with an Appendix on Incom¬ 
patibility. By Reginald R. Bennett, B.Sc.Lond., P.I.O. Third edition. Pp. xxii 
-f 248. Price 4s. 6d. net. London : H. K. Lewis, 1916. 

The exceedingly concise text-book compiled by the late Lecturer on Pharmacy to University 
Oollege Hospital, Mr. Bennett, in 1908, has, with the help of the present Lecturer, Mr. G. H. 
Hampshire, been brought up to date, and revised to conform with the new British Pharma- 
oopceia of 1914. Confined almost entirely to official drugs and their preparations, a distinctive 
feature of the book is a systematic classification of remedies into three large groups, general, 
local, and extraneous, with their classes and sub-sections. The briefest possible description 
is given of each item, omitting secondary or subsidiary applications or effects ; but furnishing 
the student with what is requisite for the examination. Prescription writing is not discussed, 
and the author explicitly emphasizes the necessity of a simultaneous course of practical 
pharmacy and dispensing. The appendix on incompatibility only deals with chemical or 
physical incompatibility in the mixture of medicinal substances — not entering into the 
discussion of physiological or therapeutic incompatibles. In addition to full tables of dosage 
of the usual kind, there is a table of the principal preparations of active bases and potent 
substances arranged in the order of their increasing minimum doses; commencing thus with 
atropina, to gr., &o., and ascending, singly or in small classes, to remedies given in 
the largest single dose. There are other condensed tables of standardized strengths, metric 
conversions, a short Latin glossary, and a general index. The book is of convenient pocket 
form. 

Ubgbnt Symptoms in Medical Practice. By Robert Saundby, M.D.Edin. Pp. 437. 
Price 78. fid. net. London : Edward Arnold, 1916. 

It is stated in the preface that this book is intended to be a handy work of reference for 
the busy practitioner or student who desires to learn quickly, without the labour and delay 
of consulting several volumes, the significance of a particular symptom, the indications it 
affords, and the means whereby it may be relieved. It might be described as a short medical 
dictionary, bhiefiy of symptoms, but including also some diseases, and a few special tests and 
signs. Most stress is laid upon diagnosis, pathology not falling within the scope of the book, 
whilst treatment is discussed very briefiy. 

Throat and Ear Troubles. By Macleod Yeabslby, P.R.C.S. Illustrated; pp. 110. 
Price Is. net. London : Methuen and Co., 1916. 

This is the first volume of a series of little books intended for general readers, dealing in 
this instance with the throat, nose, and ear. It contains chapters upon the structure and 
functions of the organs of voice and hearing, upon enlarged tonsils, adenoids, and other 
disorders which lead to nasal obstruction, the importance of nasal breathing, the care of the 
voice, and the causes and means of prevention of deafness. The last chapter exposes the 
frauds perpetrated upon the public by charlatans and quacks by means of plasters, sprays, 
ointments, ear-drums, and so-called electrical” appliances which contain no electricity. 
The contents are written in plain language, free, so far as is possible, from technical terms, 
and illustrated by several diagrams, which enable them to be understood by the outside 
public. 

The Muscular System. By Harold Burrows, M.B.Lond., B.S., P.R.C.S. Illustrated ; 
pp. viii + 161. Price Is. net. London : The Scientific Press, Ltd., 1916. 

This booklet contains in small compass the most important features of the anatomy of 
the skeletal muscles, together with their functions and nerve supply. The classification 
adopted by the author is unusual, inasmuch as it is based upon function instead of upon 

anatomy_for instance, the muscles are individually mentioned under the heading of the 

joint upon which they act. The illustrations are copied from those appearing in Quain*s 
Anatomy.** 
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Notes on the Nebvous System. By Edwin L. Ash, M.D.Lond. Illustrated ; pp. viii 
+ 98. Price Is. net. LoDdon: The Scientific Press, Ltd., 1915. 

The intention of the author has been to provide nurses and students of elementary 
anatomy and physiology with an epitome of the main lines on which the nervous system 
is constructed, and of the leading principles governing its functions; and for the special 
information of nurses a few notes explanatory of the more common diseases of the brain and 
spinal cord have been included. There are several diagrams. 


Guide to Midwipeby. By David Bebby Hast, M.D., F.R.C.P.E. Second and cheaper 
edition. Illustrated; pp. xxiv + 765. Price 128. fid. net. London: William 
Heinemann, 1915. 

This “ Guide to Midwifery,” a cheap reprint of the edition published in 1912, is divided 
into two parts, the first of which, forming by far the larger portion of the volume, contains 
a succinct account of midwifery from the modern standpoint; the remaining part, entitled 
** Notes and Discussions,” being devoted to chapters elucidating difficult points, and giving 
summaries of new operations and modern views and theories. Specially interesting among 
these is the discussion upon Evolution in Obstetrics,” in which the author gives his own 
conclusions on the relationship to embryology of the theories of Darwin, Weismann, and 
Mendel. There is a useful bibliography of obstetrical literature, and a large number of 
illustrations, many of which are original, while others have been reproduced from various 
atlases and monographs upon the subject. The work is dedicated to James Young Simpson, 
James Matthews Duncan, and Robert Lawson Tait, at once reminding the reader of the 
flight of time and of the progress made in the art of midwifery within recent years ; and 
as a foreword the author has selected a quotation from Huxley, in which occurs a sentence 
which should be committed to memory by every student of medicine : ” Nothing is truer 
than Harvey’s dictum,^that those who read without acquiring distinct images of the things 
about which they read, by the help of their own senses, but conceive mere phantoms and 
idola.” 

PosoLOGiCAL Tables ; Appendix on Poisons ; Index of Diseases and Medicines 
ARBANGED ACCOBDING TO THEIR ACTIONS. By WiLLIAM CbAIG, M.D., C.M., 

F.R.S.E., F.R.C.S.Ed. Fourth edition; pp. 132. Price Is. Edinburgh : E. and S. 
Livingstone, 1915. 

This epitome, containing in tabular arrangement all the medicines comprised in the 
British Pharmacopoeia, 1914, with their doses, uses, and preparations, is intended for the 
convenience of the student who, when attending hospital out-patient practice, can find at 
once in the index of diseases an appropriate remedy for each affection, and in the posological 
tables the dosage and method of administration. The alterations as compared with the 
British Pharmacopoeia, 1898, the Imperial and metric weights and measures, a list of incom¬ 
patibles, an appendix on poisons, and a table of the principal medicines arranged according 
to their therapeutical actions, complete this handy waistcoat-pocket compendium. 

Town Planning : with Special Reference to the Birmingham Schemes. By George 
Cadbury, jun. Illustrations and maps; pp. xvi + 201. Price 7s. fid. net. Second 
impression. London: Longmans, Green and Co., 1915. 

Many aspects of the problems of housing and town planning, with which the name of 
Cadbury is so closely associated, are dealt with by Mr. George Cadbury, jun., in this book, 
dedicated to his’father. The volume is a practical guide to the Act of 1909 ; and experiences 
already gained of the interpretation, administration, and limitations of the Act and previous 
similar ones at Greater Birmingham, Letchworth, and other places, are recorded by Mr. 
Cadbury in a form useful to medical officers and practitioners (especially those on insurance 
panels), as well as to local authorities, statesmen, and legislators. By the light of vital statis¬ 
tics now available of the towns and suburbs where, in addition to those of the great Public 
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Health Act of 1875, the powers granted by town planning enactments have been taken 
advantage of, it is very striking to compare the figures of infant mortality and the general 
death-rate with the averages of less favoured places. For though Letch worth, for instance, 
is a busy manufacturing town, with forty different industries, and a population of 8,000 
drawn from congested centres, the infant and total death-rate per 1,000 is respectively only 
50*6 and 6*1, against the terrible 145*0 and 14*7 of Burnley, or the 125 and 18 of Liverpool or 
Shoreditch. It is pointed out that town planning, as the name denotes, is mainly confined 
to the ordering and construction of main roads, or national highways, and due subordination 
of minor roads and streets or open places; and the hygienic and economic advantages thus 
accruing are illustrated. The author quotes the Reports of Commissions which have visited 
other countries for investigations into town planning. His nine chapters deal with the main 
principles of modern legislation, the machinery for taking advantage of the present Acts, the 
relative functions of the local bodies or private adventure and the Local Government Board, 
the allocation of sites, limitation and distribution of houses to area, gardens, recreation 
places, parks, allotments, public health and social considerations. There are a number of 
Half-tone pictorial illustrations, maps, plans, and drawings. There are appendices embodying 
the main governing clauses of the Act of 1909, with certain schedules, and specimen docu¬ 
ments passing between municipal and governmental departments in developing the East 
Birmingham scheme of 1913. 


Hospital Handbook in Enolish and French. By H. Mbuoens. Pp. 238. Price Is. 
net. London : Simpkin, Marshall, Hamilton, Kent and Co., Ltd., 1915. 

Though called a hospital handbook, this is in reality a pocket English-French dictionary 
of those words and phrases which occur in ordinary conversation. It further contains a list 
with their French equivalents of the common forms of drugs and dressings, and of the 
weights, measures, and coinage, making it a useful guide for doctors, nurses, dressers, and 
others who are unfamiliar with the French language. 

Infant Mortality. By Hugh T. Ashby, B.A., M.D., B.C.Camb., M.R.C.P.Lond. 
Pp. X -f 229. Price lOs. 6d. net. Cambridge University Press, 1916. 

This book deals with the causes of infantile mortality, and all the various means which 
have been adopted more recently to reduce the death-rate and raise the standard of infant 
health. Such causes as poverty, lack of intelligence on the part of the mother, improper 
feeding, home surroundings, alcohol, and the employment of married women, are fully 
discussed. The counteracting measures which have been adopted in this country and abroad 

_stich as health visitors, infant welfare centres, infant milk depbts, and day nurseries—are 

described with great minuteness. Reference is also made to the recent Acts of Parliament, 
and as to the b^t means of utilizing them in the conservation of infant health. While the 
book contains much that is of interest to medical men, it is written more especially for the 
benefit of lay readers and public health workers, being one of the Cambridge Public Health 
Series. 

A Handbook op Medical Diagnosis. In four parts. For the use of practitioners and 
students. By J. C. Wilson, A.M., M.D. Fourth edition. Illustrated by 427 wood- 
cuts and 14 coloured plates; pp. xxii -f 1441. Price 25s. net. Philadelphia and 
London: J. B. Lippincott Company, 1915. 

The first part of this large volume is chiefly devoted to medical topography and general 
rules for examination and note-taking. The second part, occupying more than 300 pages, 
deals with the methods of examination, by various instruments, in the different systems 
of the body; and, by chemical or microscopical means, of the blood, urine, sputum and 
transudates, Ac. The third part, of about 200 pages, entitled “Symptoms and Signs,” 
describes very fully all the deviations from health which are to be noted clinically, 
whether in structure or function, in every part of the body. The fourth part takes up the 
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remaining 800 pages. It treats of the ** Clinical Applications/* and it gives us the diagnosis 
of all the diseases commonly described in a text-book of medicine, in the grouping and order 
usually employed. Thus more than 200 pages are devoted to the specific infections, 
numbering forty-two. These are followed by the diseases caused by animal parasites, chronic 
intoxications, constitutional diseases, diseases of the digestive system, of the respiratory 
system, and so on. In the account of each disease the writer does not confine himself to 
diagnosis, but gives generally a full account of the aetiology, symptomatology, complications, 
and sequelae. The diagnosis is divided into ** direct and ** differential,'* and is succeeded by 
a short note on prognosis. In this way as many as 86 pages are given to typhoid fever, 
36 to tuberculosis, and 22 to variolous diseases. Indeed, this part of the work differs from 
a text-book of medicine chiefly in the absence of any section on treatment. The book is 
very well illustrated by figures in the text, and there are excellent coloured plates of blood 
corpuscles, of the fundus of the eye as seen with the ophthalmoscope and of malarial 
parasites. 

Amcebiasis and the Dysentbbibs. By LiiEWELLYN Powell Phillips, M.A., M.B., 
B.G.Cantab., F.R.C.P.Ijond., F.K.G.S.Eng. Pp. xi -f 147. Price 68. 6d. net. 
London: H. K. Lewis, 1915. 

This work, by the Professor of Medicine in the Egyptian Government School of Medicine, 
Gairo, and Senior Physician to the Kasr-el-Ainy Hospital, is a practical and very readable 
account of the different forms of dysentery, or of the numerous ** dysenteries’* caused by 
different organisms. The term ** amcebiasis,'* of course, implies infection with amoebse, which 
may attack not only the intestines, causing amoebic dysentery, but also the liver, lungs, and 
brain, producing in those organs lesions of a specific kind, which are called abscesses, but 
whose contents are very different from the pus resulting from more familiar pyogenic 
organisms. Barely indeed amoebse have caused also parotitis, abscess of the spleen, cystitis, 
and salpingitis. The dysenteries are divided by Dr. Phillips, as is now usual, into those due 
to protozoa and those due to bacteria. Of the former, that which is due to amoebic infec¬ 
tion, or amcebiasis, is the more familiar, and receives the first and most attention in this 
book. The other protozoa which may give rise to dysentery are the Balantidium coli, 
causing ^'ciliate dysentery** as a part of balantidiasis; Lamblia intestinalis, and other 
flagellates causing ** flagellate dysentery *’; Bilharzia hcBmatobia, which causes quite specific 
lesions in the large intestine; aui the organisms of kala-azar and of malaria. Giliate, 
flagellate, and bilharzial dysenteries are adequately described. The last chapter is devoted 
to the baciUary dysenteries, of which asylum dysentery is one, and in it are described the 
various bacilli concerned, their toxins and antitoxins, their agglutination characteristics, 
and their relations to one another. The book ends with a full bibliography, classified under 
the different headings above indicated. 

Sanitation in Wab. By Major P. S. Lelean, F.R.G.S., D.P.H., R.A.M.G. With an 
Introduction by Surgeon-General Sir Alfred Keogh, K.G.B., M.D., F.R.G.P. Illus¬ 
trated ; pp. xi -f 267. Price 5s. net. London : J. and A. Ghurchill, 1915. 

This is a small khaki-coloured pocket-book with roimded corners, consisting of a course 
of lectures delivered at the R.A.M.G. Gollege with special reference to the present war, but 
illustrated by experiences of other campaigns. An enormous amount of information on a 
great variety of subjects is compressed into the 267 pages. But though the matter is con¬ 
centrated, the descriptions are clear and the language piquant. The ground traversed may 
be gathered from the headings of the chapters: I, Physical Fitness for War ; II, Anti¬ 
typhoid Inoculation ; III, The March ; IV, Sickness in the Army ; V, The R51e of Insects in 
War ; VI, Medical Organization and Administration in the Field ; VII, Field Conservancy; 
VIII and IX, Water and Water Supplies. But these give little idea of the scope of this 
small volume—e.g., one is surprised to find a description of the geological formations of 
Northern France and Belgium. There are many bold and intelligible diagrams, and a good 
index. 
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Intbbnational Clinics : A Quarterly op Illustrated Clinical Lectures and 
Especially Prepared Original Articles. Edited by Henry W. Cattell, A.M., 
M.D.Phila., U.S.A. With the Collaboration of Chas. H. Mayo, M.D. Roches ter, 
and others. Vol. I, Twenty-fifth Series, 1916. Illustrated ; pp. ix + 303. Only sold 
in complete sets of four vols., 35s. net per annum. Philadelphia and London : J. B. 
Lippinoott Company, 1915. 

This quarterly is, at all events on this occasion, essentially a record of American opinion 
and experience. There are indeed two articles from English sources to keep up the inter¬ 
national idea, one by Sir William Osier and the other by Dr. Batten, but all the other con¬ 
tributors! hail from the United States. There are ten communications under the heading 
Diagnosis and Treatment. These are followed by reports of visits to medical and surgical 
clinics, and other clinical matters. There is a discussion of the Medical-Eugenics problem, 
and a long account of the progress of medicine during the year 1914. 


Diabetes Mellitus. Designed for the use of Practitioners of Medicine. By Nellis B. 

Foster, M.D. Pp. 243. Price 12s. 6d. Philadelphia and London : J. B. Lippincott 

Company, 1916. 

In this book the author. Assistant Professor of Medicine in Cornell University, has 
attempted a critical presentation of the state of our knowledge of diabetes mellitus, derived 
from the extensive literature of the subject. Much of this literature has been published in 
journals devoted to chemistry or to physiology, which are not commonly read by clinical 
physicians, and hence may be now usefully brought before them. It presupposes on the 
part of the reader some acquaintance with the subject, and is directed to the discussion of 
debateable points, with which the subject bristles, by the light of modern research. It is 
inevitable that much of the matter is viewed from the chemical standpoint. After a section 
on normaL metabolism, the author deals with glucose in the animal body, experimental 
glycosuria, and acidosis. Under Symptomatology he devotes a good deal of attention to coma 
and to theories of its production. There is also a short chapter on renal diabetes, or the 
occurrence of glycosuria attributed to increased permeability of the kidney, on the grounds 
tliat the amount of urinary sugar is not influenced by the carbohydrates ingested, and that 
there are none of the typical diabetic symptoms. The treatment of diabetes is thoroughly 
discussed, with its two objects—one, the restoration of the function of utilization of sugar, 
by limiting the carbohydrate ingestia and lessening the strain upon this function; the other, 
the avoidance of acidosis, which may result from a too great limitation of the carbohydrates. 
The means of attaining these two objects and adjusting a sometimes very delicate balance 
are fully dealt with. The volume ends with a chapter on the identification of the different 
kinds of saccharine bodies. 


The Biology and Treatment op Venereal Diseases, and the Biology of Inflam¬ 
mation AND ITS Relationship to Malignant Disease. By J. £. R. McDonagh, 
F.R.C.S. Plates, 54 ; pp. viii -+-626. Price 26s. London : Harrison and Sons, 1916. 

The opening chapters deal with the LeucocytoBoon syphilidis which, in the author’s 
opiniou, is the cause of S 3 rphilis—the Spirochata pallida being, in his opinion, merely the 
adult male of a complicated life-cycle. Considerable proof has been brought forward to 
substantiate this view, of which the most important is the chemistry of the orgal^ism. He 
points out that the acceptance of the Leucocytozoon syphilidis &jtp\mus all the problems of 
syphilis which have hitherto remained enigmas ; such as, for instance, conceptional syphUis, 
the origin of tabes, general paralysis of the insane, &c. The next few chapters deal with 
the technique of the Wassermann reaction, its interpretation, and also its rationale. This is 
the first attempt to unravel the modus operandi of the reaction, which, as everybody knows, 
has up to the present remained unsolved. The author shows that it is a physical reaction, 
and not in any way specific. Complement and antibody are considered to be the same 
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substaDces in one, which, if correct, will simplify the theorj' of immunity considerahly. In 
the same chapter an explanation is also given of Ahderhalden's test. The clinical aspect of 
syphilis is next considered, and several new suggestions are advanced, which throw light 
upon the way in which syphilis attacks the central nervous system. The author provides 
a rational explanation of the action of chemotherapy, and several suggestions are made as to 
the lines upon which future research work in this direction should run. The chapters on 
syphilis end with a full description of its treatment, with the toxic symptoms of salvarsan 
and neo-salvarsan, and with a detailed description of the various drugs which are in general 
use. Ulcus molle and its complications are next described ; then follows gonorrhoea and its 
complications, a special chapter being devoted to its treatment hy vaccines. The subsidiary 
venereal diseases are next dealt with, such as Condyloma acuminatum, Molluscum' contagi- 
osum. Herpes genitalis, Granuloma inguinale, Induratio penis plastica, and Pediculosis pubis. 
The three following chapters, which end the first part of the book, are devoted to Sexual 
Neurasthenia, Venereal Disease and Marriage, and Venereal Disease and Public Health. 
Owing to the diflBculty of distinguishing, under the microscope, syphilitic infiammation from 
other forms of chronic inflammation, a novel procedure is adopted, with the idea of making 
histology simpler and at the same time more interesting. The life-bistory of the cells met 
with in chronic inflammation are described in detail; the close connexion between chronic 
inflammation and malignant disease is fully considered, and several new suggestions are 
advanced upon the subject. The so-called parasites of cancer are shown to be altered nucleoli 
of the host’s cells, behaving pseudo-parasitically, and a distinction is drawn between 
embryonic activity and malignancy. Although the book contains much pathological work, 
which is the outcome of the author's research work and therefore new, the clinical matter 
has in no wise been neglected, as about 100 cases from the author’s practice are described 
in detail. The book is illustrated throughout with several coloured plates, photographs, 
and drawings. 


Stebeo-Roentgenoobaphy of the Alihsntaby Tbact. Sections 1, 2, 3, and 4. By 
James T. Case, M.D. Price of the entire set of sections, in boxes, $36. Troy, New 
York : The South worth Company, 1916. 

This is a collection of stereoscopic skiagrams mounted on loose cards arranged in boxes. 
The skiagrams occupy the width of the card at the bottom, the rest of the card being 
taken up with explanatory text. The arrangement of loose cards is necessary to enable the 
skiagrams to be examined in a stereoscope ; much of the effect of solidity is lost when stereo¬ 
scopic views are mounted in hooks, for in that case they can only be inspected by a very 
primitive hand stereoscope, and usually with poor illumination. The pictures include 
examples of a large number of disorders of the alimentary tract, commencing with the 
oesophagus and working through to the rectum. Although the work consists of separate 
skiagrams, the explanatory matter is so arranged that the text forms a fairly continuous 
story ; in many instances we are given a list of diagnostic features characteristic of the 
disease under illustration. The technical aspects of stereo-radiography are dealt with first. 
Many portions of the alimentary tract are in constant movement, necessitating rapid 
exposures, and automatic devices for shifting the tube and changing the plate. Stereoscopic 
radiography is to supplement fluoroscopy, not to supplant it. The author regards the 
fluorescent screen examination as the more important; the stereoscopic pictures illustrate 
the fluoroscopic findings, and enhance the observer’s power of interpreting what he sees 
with the fluorescent screen, aided by manipulation. The work is admirably got up, the 
stereoscopic illustrations being actual photographic prints pasted on to the cards not half¬ 
tone blocks. The stereoscopic effect thus obtained is very good, the pictures of the large 
intestine especially being most striking in the effect of “ relief ” they give. 
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On Means fob the Prolongation of Life. Founded on a Lecture delivered before the 
Royal College of Physicians on December 3, 1903. By Sir Hermann Weber, M.D., 
F.R.C.P. Fourth enlarged edition. Pp. x + 236. Price 48. 6d. London : John Bale, 
Sons and Danielsson, Ltd., 1914. 

As this is the fourth edition, the work is probably already fairly well known, but in each 
successive edition it has been considerably enlarged. A short introductory section is followed 
by one on the Natural Duration of Life. Then come in order sections devoted to : (3) The 
Mode of Life of Long-lived Persons; (4) The Influence of Heredity ; (5) Senile Atrophy and 
the Cause of Death from Old Age ; (6) Action of Exercise on the Heart and Blood-vessels: 
(7) Digestive Organs and Food ; (8) Alcohol; (9) Tea, Coffee, Cocoa ; (10) Tobacco ; (11) Action 
of the Bowels; (12) the Nervous System, including the influence of mental occupation, 
cheerfulness, will-power, &c. ;* (13) Sleep; (14) the Skin; (15) Importance of the Glandular 
Organs (thyroid gland, &c.); (16) Prevention of Disease, including the influence of education, 
clothing, climate, &c. The author has endeavoured to lay stress on the ** things which 
count,** and the majority of the factors which favour the attainment of old age tend likewise 
to make men good citizens, and helpful to others as well as to themselves. The motto on 
the title-page is: **W'ork, Moderation, and Contentedness are the main sources of health, 
happiness, and long life.*’ 


Mental Medicine and Nursing. By Robert Howland Chase, A.M., M.D. Illustrated; 
pp. XV -f 244. Price Gs. net. Philadelphia and London: J. B. Lippincott Company, 
1914. 

The foreword describes this handbook as an introduction to the study of mental disease, 
originally designed for the use of pupil-nurses attending lectures on this subject, but extended 
to meet the needs of busy practitioners and students who And the ordinary manuals too 
complex and diffuse for ready reference. The author*8 endeavour has been to make it as 
practical as possible by omitting secondary matters and disputed questions, thus keeping the 
volume within convenient limits. The flrst part deals with the mechanism of the central 
nervous system, and the second gives a description of the mental processes; and while the two 
following parts are devoted to disturbances of the senses and to the various psychoses, the 
last gives particulars of the treatment, nursing, and feeding of patients. There is a table 
of definitions of the terms in common use, and an appendix which contains details of the 
methods to be adopted in cases of poisoning; and scattered through the volume are photo¬ 
graphs of patients showing the facial stigmata of insanity, and some interesting illustrations 
of the old-time methods of treatment. 

Encyclopjedia Medica. Edited by J. W. Ballantyne, M.D., C.M., F.R.C.P.E. Vols. 
I and 11 (second edition). Illustrated ; pp. xv -f- 744. Price per vol. 20s. net. 
Edinburgh and London : W. Green and Son, Ltd., 1915. 

In this, the second edition of the ** Encyclopcedia Medica,” the general plan of the work 
and the mode of arrangement which characterized the first issue have been retidned, and while 
all the original articles have been revised, some have been entirely rewritten, and additions 
have been made under the headings of Acute Abdomen in Adults and Children, Abdominal 
Section, Acidosis, Acromegaly, Adenoid Post-nasal Growths, Alkalies, Antenatal Pathology 
and Hygiene, and Asepsis in Midwifery. Although the Basle nomenclature has already been 
adopted in many schools on the Continent, in America, and the British Colonies, as also 
in an increasing number of English text-books of anatomy, the general practitioners and 
specialists of this country are still employing the English terms which have been so long 
familiar, and for this reason the editor has decided not to alter the nomenclature in the 
present edition; but it is surmised that, by the time the next one is issued, it may be found 
desirable to adopt the Basle terminology. Meanwhile a table has been inserted, arranged in 
three parallel columns, in which the reader can compare the ordinary English name with 
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the Latin term as fixed by the Basle Commission, and with its suggested English equivalent 
though as yet there is no authoritative English translation of the Basle Nomina Anatomies, 
The illustrations have been increased in number and improved in quality, and the whole 
presents a valuable reference volume. 


A Treatise on Materia Medica and Therapeutics, including Pharmacy, Dispensing, 
Pharmacology, and Administration op Drugs. By Rakhaldas Ghosh, L.M.S.Cal. 
Univ. Edited by B. H. Deare, Lieut.-Colonel I.M.S., with the assistance of Birbndra 
Nath Ghosh, F.R.F.P.S.Glas. Pp. xii + 698. Price 7s. 6d. Calcutta: Hilton 
and Co., 1915. London Agents: Simpkin, Marshall Hamilton, Kent and Co., Ltd. 

The issue of the British.Pharmacppoeia, 1914, has been answerable for the publication of 
new editions of many of the leading works on Materia Medica and Therapeutics, and 
although only two years have passed since the appearance of the fifth edition of this treatise, 
the interval has furnished much additional pharmacological knowledge. In this edition the 
alphabetical arrangement hitherto adopted has been relinquished in favour of the classi¬ 
fication of drugs according to their use and efiect in medicine; but the need for some 
other method of ready reference has been met by the provision of an admirable index. 
Accompanying the particulars of the characters and composition of each drug is a list of 
its preparations, official and non-official, which is followed by a lucid explanation of its 
pharmacology and therapeutics, and by hints and cautions to be noticed when prescribing 
—a novel and particularly welcome addition. 


The Pharmaceutical Pocket Book for Practitioners and Students. By John 
Humphrey, Ph.C.,F.J.L Fifth edition. Pp. 360. Pricels.6d.net. London: The 
Pharmaceutical Press, 1916. 

This compendium is divided into four principal sections, comprising: Notes on the 
Formulae and Processes given in the British Pharmacopoeia, 1914 ; The Science and Art of 
Dispensing ; The Analysis of Water, Milk, and Urine ; and an extremely useful Dictionary of 
Synonyms and Trade Names. Scattered throughout the volume are various epitomes relating 
to the sale of poisons, poisons and their antidotes, tables of thermometric equivalents and of 
the metric and Imperial weights and measures, the materia medica of vegetable and animal 
origin, doses of official medicaments, and a list of the abbreviations generally used in writing 
prescriptions. The whole affords in small bulk an easy means of understanding the altera¬ 
tions in the new Pharmacopceia, and a valuable ready reference thereto. 


A Compendium of the Pharmacopeias and Formularies (Official and Unofficial) 
with Practical Aids to Prescribing and Dispensing. By C. J. S. Thompson, 
Fifth edition. Pp. vi -f 398. Price 6s. net. London: John Bale, Sons and 
Danielsson, Ltd., 1916. 

Commencing with a list of new remedies, this “ Handy pocket-book of reference for 
medical practitioners, pharmacists, and students ” proceeds to give synopses of the British 
and each of the Foreign Pharmacopoeias, showing the existing differences in their respective 
formularies. A selection of unofficial and useful formula? from the British Pharmacopoeia 
Codex, Hospital Pharmacopoeias, and other sources, is followed by analytical notes and 
special tests, the analyses of milk and urine, poisons and their antidotes and a table of 
synonyms. A list of the medical terms and phrases used in foreign pharmacopoeias and 
prescriptions is an additional feature not met with in the majority of the publications on 
this subject. Besides the numerous practical aids to prescribing and dispensing, various 
lists and tables (for instance, an explanation of the terms used in oculists* prescriptions) are 
interspersed throughout this handy little compendium. 
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Anaesthetic Ether. 

By Horace Finnemoee, B.Sc.Lond., F.I.C. 

Under the term “ ethers ” are included those substances obtained 
from’ two molecules of an alcohol by the abstraction of one molecule 
of water. In their chemical relationship they are oxides of alcoholic 
radicles analogous to the oxides of the alkali metals, potassium, sodium, 
&c.—e.g., KgO. NajO, EjO, where E = (CHg), (C^Hj), (CsHy), &c. 

The chief method of preparation consists in acting upon the alcohols 
with a dehydrating agent, such as strong sulphuric acid. This is heated 
to a temperature of 140° C. and the alcohol gradually and continuously 
run into it, while the ether that is formed distils over into a receiver. 

The first view of the reaction was that it was a case of simple 
dehydration, but there is no doubt that this hardly expresses the com¬ 
plete view of the case. The action of the sulphuric acid is to form 
ethyl hydrogen sulphate, which, acting upon another molecule of 
alcohol, forms ether and regenerates the sulphuric acid. The reaction 
is, therefore, continuous, and a small quantity of sulphuric acid should 
suffice theoretically to convert a large amount of alcohol into ether, but 
in practice its action is limited by the occurrence of reduction and 
various side reactions, which gradually tend to bring the main reaction 
to an end, and necessitate the provision of fresh acid. 

When a single alcohol, containing only one alcoholic radicle, such as 
methyl or ethyl alcohol, is employed as the source of ether, the product 
necessarily contains only one kind of radicle and is called a simple ether • 
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but if a mixture of two alcohols is used, not only are the corresponding 
two ethers formed, but there is formed a third ether, which, since it 
contains two radicles, is called a mixed ether. For example, while 
methyl and ethyl alcohol yield respectively only dimethyl and diethyl 
ether, a mixture of the two yields dimethyl ether, diethyl ether, and in 
addition the mixed ether, methyl-ethyl ether. 


CH,\o 




CH,. 


,0 


Dimethyl ether. Diethyl ether. Methyl-ethyl ether. 


Dimethyl Ether .—The lowest member of the series, dimethyl ether 
or dimethyl oxide, is a gas boiling at —20° C. It is obtained from 
methyl alcohol by the general method outlined above. Some is formed 
whenever ether is made from mixtures of methyl and ethyl alcohols, 
and a little is therefore present in ether made from methylated spirit. 
It is largely used for the production of artificial cold. 

Methyl-ethyl Ether .—The next member of the series contains 
another CHg and is the mixed ether, methyl-ethyl ether, mentioned 
above; this is formed from a mixture of methyl and ethyl alcohol. It 
is therefore formed, as we shall see later, when ether is made from 
methylated spirit, and it is found in unfractionated commercial 
methylated ether. Its boiling point is + 11° C. 

Diethyl Ether .—The third member of the series is the most 
important as it constitutes the bulk of what we term anaesthetic ether. 
It is the only product where ethyl alcohol or rectified spirit is employed 
in the manufacture of ether. When pure it boils at 35° C. and has a 
specific gravity of 0.720. 

It is said to have been discovered in 1542, by Valerius Cordus, but 
was possibly known before his time. It is not intended to enter into 
the historical question of who was the first to observe its anaesthetic 
properties. The theories of its formation from alcohol and sulphuric 
acid were formerly exceedingly vague. It was long considered to 
contain sulphur, which, if present, could only have been due to 
imperfect purification. Even to the present time, this view is reflected 
in the fact that it is often labelled and called “ sulphuric ether ” or 
“ ether sulph.” 

As a class the ethers are volatile, inflammable, mobile liquids of low 
specific gravity. Although, chemically, they are fully saturated bodies, 
and are therefore stable and not very reactive, yet the presence of the 
oxygen atom, which under certain circumstances is capable of assinning 
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a quadrivalent character, renders them liable to form peroxides 
analogous to hydrogen peroxide. In fact, a well-defined addition 
product made from dimethyl ether is known. 

MaNUFACTUKE op AN.ESTHETIC EtHER. 

Undoubtedly the best available source for the preparation of diethyl 
ether for all purposes is ethyl alcohol, which can be produced on a large 
scale in a tolerable state of purity, but the duty of over 208. per gallon 
on this article prevents the economical production of ether from it. 
The only other source is that mixture of methyl and ethyl alcohols 
known as methylated spirit. The variety used is called industrial 
spirit. Its composition is 95 per cent, of alcohol and 5 per cent, of 
wood naphtha (methyl alcohol), and it differs from the ordinary methy¬ 
lated spirit sold to the public in containing no mineral naphtha. It can 
be distinguished from the latter variety by forming a clear mixture 
with water. As it contains the two alcohols mentioned above, it yields 
the three ethers—dimethyl, diethyl, and methyl-ethyl ether. 

Owing to its cheaper cost, the ether made from the latter source 
has practically superseded ether made from rectified spirit. The 
requirements of a large general hospital, say of 600 beds, for 
anaesthetic ether amount approximately to one ton per annum, 
and since the latter variety costs approximately 26 per cent, of the 
former, we find that no large London general hospital uses ether made 
from rectified spirit, and figures have been published showing that a 
large proportion of anaesthetists in private practice also use the methy¬ 
lated variety. Moreover, the recent British Pharmacopoeia, always 
well in the rear of actual practice, has now recognised industrial spirit 
as a source of ether. 

Anaesthetic ethers comprise that made from rectified spirit and two 
main varieties obtained on a commercial scale from methylated spirit 
and sold for anaesthetic purposes. These are distinguished by their 
gravity and are:— 

(1) Ether meth., specific gravity 0.717, prepared by washing. 

(2) Ether meth., specific gravity 0.720, prepared by washing and 

fractionation. 

(1) This variety represents the product obtained by the action of 
sulphuric acid on methylated spirit. Since it has only been washed 
and not fractionated, it contains all three possible ethers, and on that 
MH—la 
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account begins to boil at a very low temperature, the actual figures 
obtained in distilling 100 grm. being given in the following table. It 
will be seen that the sample possesses no definite boiling point. In 
distilling a sample, although iced water is running through the con¬ 
denser, the vapour can be seen pouring out through the end of the 
condenser before any liquid distils over. 

Fractionation of Methylated Ether. 


(1) LoiC'boiling variety^ 

First drop at 20' C. 

20-0'--25 0'^ 

specific gravity 0,717. 

G rammer 

3 0 

25*0‘^—29-5^^ 


4-7 

29*5^’—81-0^ 


9-8 

31*0^—320" 


9-5 

32*0"—32-7" 


90 

32*7"--33-4" 


9T 

33-4"--33-9" 


10-1 

33-9 —34*0" 


9-3 

34*0 -34-2^ . 


23-G 

Residue 


8-0 

Loss 


3*9 

Total 


100 0 


The temperatures recorded in these tables have not been corrected 
for the influence of changes in the barometric height. They are there¬ 
fore not comparable among themselves, but serve to show the range 
within which the particular sample distils. 

This ether is the cheapest anaesthetic ether obtainable. It has been 
and is still used in some of the large London hospitals, and it is pre¬ 
ferred by some anaesthetists. Theoretically it is a more volatile product 
than the next variety, although if the two are allowed to evaporate side 
by side in similar dishes the rate of evaporation does not vary more than 
3 per cent, per hour. Provided it has been well w^ashed it is not 
necessarily an inferior product, and the presence of the lower homo- 
logues is not deleterious from a chemical point of view. 

(2) The second variety of methylated ether has not only been 
washed but it has been subjected to a very careful fractionation, 
whereby the lower boiling fractions have been eliminated. Provided 
the fractionation has been efficient, nearly all the dimethyl and methyl- 
ethyl ethers have been got rid of, and the product corresponds very 
closely to the variety made from rectified spirit. The figures obtained 
by the fractionation of one of these and a sample of rectified ether 
are given in the following tables :— 
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(2) HifjJier boilhuj variety, specific gravity 0J20, 


First drop at 33"-' C. 

GranuiH's 

33 0^—33-G^ 

2*8 

33-6'^-33-8^ ... ... 

7-8 

•33-8"^ 

79-5 

Residue 

8*0 

Loss 

1-9 

Total 

100 0 

Ether from Rectified Spirit. 

First drop at 34*4^ G. 

Gramme.s 

34-4'^—34-7" 

50-6 

34-7°-34-8 

40-8 

Residue 

7-0 

Loss 

IG 

Total 

100-0 


Pure Pother, free prom Alcohol and Water. 

Gra mines 
3-6 
86-2 

Residue ... ... ... 8-0 

Loss ... ... ... 2-2 

Total ... ... ... 1000 

Freshly made ether from rectified spirit is, as we have seen, 
practically composed of diethyl oxide with a trace of alcohol and water. 
Although it may be quite pure when freshly made, yet on standing it 
is just as likely to oxidise as methylated ether. 

It may be pointed out in passing that ether of specific gravity 0.735, 
containing as it does large amounts of alcohol and water, and, as a 
rule imperfectly purified, is not intended for, and should not be used 
for, anaesthetic purposes. 

Impurities their Siunific.\xce. 

The impurities that may be present in commercial ethers are either 
those appertaining to the source from which the ether is derived, or 
they are those resulting from decomposition of the ether on keeping. 
Considering the former class we find that rectified spirit contributes 
alcohol and water, whereas methylated spirit in addition to these yields 
a small proportion of acetone. The impurities formed on keeping 
iiiclude peroxides, aldehydes, and acids. 

It is necessary to state that, generally speaking, aniesthetic ether is 
a very well purified substance, and that the standards set each other by 


First drop at 32' C. 
32 0^—84*0° 
34*0° 
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the different manufacturers are high. The amount of these impurities 
present is exceedingly minute, although it will be understood that 
where large quantities are administered over a prolonged period, the 
effect of a very small percentage of irritating aldehydes, for example, 
may be appreciable. 


Alcohol. 

Although, strictly speaking, this can be considered an impurity, yet 
it is a beneficial one, for in some work on this subject by the late Dr. 
Wade and the writer .we found that the more perfectly we freed ether 
from the alcohol which is always present in the commercial article the 
more prone to oxidation the ether became. This is quite analogous to 
what was already recognized with regard to chloroform; in both cases 
the alcohol acts as a retarding agent to the oxidising changes that the 
pure substance spontaneously undergoes. Fortunately, it is extremely 
difficult on a commercial scale to eliminate the last traces of alcohol, 
and it is undesirable that this should be done. In fact, the recognition 
of say 2 per cent, of alcohol in ether, as is official in the case of 
chloroform, would be a decided advantage. 

Wateb. 

Excess of water was formerly considered to be a disadvantage, and 
the last British Pharmacopoeia defined a specific test for its presence 
by directing that no turbidity should be produced on admixture with 
carbon disulphide. I have had some ether containing water under 
observation for about ten months, and it seems distinctly to have acted 
as a preservative. The sample has been kept without any precautions 
as to light, &c., and the amount of peroxide present is quite negligible. 
This may either be due to the water as such, or it may have produced 
a little alcohol by hydrolysis, which, as we have just seen, acts as 
a preservative. 


Acetone. 

Acetone is a normal constituent of methylated spirit, and unless 
specially taken out is found in ether derived therefrom. On the other 
hand, acetone has never been found in ether made from rectified spirit. 
The amount is extremely small, being of the order of about 1 in 5,000. 
Its chief interest is a commercial one and lies in the fact that its 
presence is indicative of the source of the ether, being very strong 
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presumptive evidence of its manufacture from methylated spirit, although 
its absence is no evidence to the contrary, as some firms know how 
to remove it, and systematically tak;e out the acetone from their ‘ 
naethylated ether. 

The writer has examined samples of ether sold to hospitals, stated 
to be made from rectified spirit, which were carefully fractionated 
methylated ethers, the character of which was suspected from the 
fact that they contained acetone, and the derivation of which from 
methylated spirit was confirmed by other methods. 

Acetone may be tested for by adding about 1 c.c. of a freshly made 
5 per cent, solution of sodium nitroprusside, and then 3 or 4 c.c. of 
a strong solution of ammonia, followed by solid ammonium chloride. 
An intense magenta colour quickly develops. 

About half the methylated ethers on the market are free from 
acetone, and, as a rule, these are cleaner in other respects. Apparently 
the processes used to take out the acetone have also assisted in getting 
rid of the other impurities. 


Peboxides. 

These seem to be the first products of the decomposition of ether, 
and probably consist of hydrogen and ethyl peroxides. They are 
formed by the action of air and sunlight, hence the necessity of keeping 
ether as much as possible in the dark. 

The test which was ofiicial in the last Pharmacopoeia was capable 
of detecting i mgr. of hydrogen peroxide in 20 c.c. of ether. This test 
was not stringent enough, not because this amount is dangerous, but 
an ether containing even such a small amount of hydrogen peroxide 
would also contain aldehydes in sufficient quantity to render it very 
irritating. 

The new British Pharmacopoeia employs a much more searching 
test in stating that no yellow colour should be developed within three 
hours when ether is kept in a completely filled white glass-stoppered 
bottle in the dark and frequently shaken, and although a freshly distilled 
ether may comply with it, yet the same ether kept for a month will most 
probably be found deficient. This test is of high degree of stringency 
and is comparable with one employed for some time, which consists in 
mixing the ether with a solution of vanadic acid; the green solution 
is changed in the presence of peroxides to varying shades of brown 
and red. 
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Aldehydks. 

• 

The chief of these is acetaldehyde, -which is a liquid of a suffocating 
odour. Aldehydes are invariably present in ether that has begun to 
decompose, and their presence and amount are important factors in 
arriving at a decision as to the fitness or otherwise of a sample for 
anaesthetic purposes. 

The new Pharmacopoeial test for aldehydes consists in keeping the 
ether in contact with freshly broken potassium hydroxide in a bottle 
for an hour. This is not unduly stringent, as the samples that we have 
been accustomed to choose for anaesthetic purposes will remain un- 
coloured for at least six hours—the time specified in the German 
Pharmocopoeia—and sometimes more. 

It should not be forgotten that in a hospital where the ether is 
probably never kept for more than a month, it is possible to insist on 
a higher standard than would be feasible for inclusion in the British 
Pharmacopoeia, where the tests have to be applied to samples which 
have been kept for a longer period, and have been carried to all parts 
of the world. 


Acids. 

The?e are formed by the further oxidation of acetaldehyde and other 
aldehydes. Acetic acid is the chief of these. They may be readily 
tested for, by noting the reaction of the residue left after spontaneous 
evaporation in a glass dish, or by shaking the ether with water and 
testing the solution with litmus. 

Any acid reaction should immediately condemn an ether for 
anaesthetic purposes, because its presence is a sign that decomposition 
has taken place. Very few samples indeed give an acid reaction. One 
I remember was a sample sent to me from a special hospital where 
operations were infrequent. This had been bought and was labelled as 
ether made from rectified spirit. The anaesthetist noticed the peculiar 
odour and that it seemed “weak.” The presence of acetone and its 
behaviour on fractionation showed that it had been made from methy¬ 
lated spirit; moreover, the fact that it was exceedingly acid sho^yed that 
it had seriously decomposed, and this was borne out by the presence of 
much peroxide and aldehyde. 
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The Testino of Ether. 

For a large institation the testing of ether resolves itself into a 
comparison of the results obtained by applying the foregoing tests to 
a series of 1-lb. samples obtained from all the leading manufacturers, 
and it is quite easy to arrange them in order of merit. The absolute 
amount of any impurity is not so important as its relative amount. 
There are generally some which give negative tests for the presence 
of all the known impurities. 

Fractionation. 

In order to be certain which variety of methylated ether is being 
supplied, and to distinguish between methylated and rectified ethers, it 
is necessary to submit the samples and bulk to fractionation. The 
evidence stows which of the three varieties is under consideration. 
A very efficient still-head must ,be employed. 

Specific Gravity. 

This alone gives very little information, because, taking an extreme 
case, an ether of specific gravity 0.717 can be increased to 0.720 by the 
addition of rectified spirit. It is necessary to point out the limits of 
this test because the specific gravity has been quoted as evidence of 
purity in a case of a patient dying under the influence of ether as an 
anaesthetic. 

For anesthetists who desire to obtain a rough idea of the ether 
they employ, the test with potassium iodide solution will be useful. 
Probably a more comprehensive test is one that,. I have employed for 
some years. It was first intended that it should be used as a test for 
vinyl alcohol, which is said to be present in commercial ethers. It was 
found to be unsuitable for this purpose, nevertheless it will quickly 
indicate freedom from decomposition products such as aldehyde and 
peroxides. It consists in adding to the ether a dilute solution of 
potassium permanganate containing 1 in 10,000, with 1 in 1,000 of 
sodium carbonate. Pure ether has no immediate action on this, very 
little change being observed in five minutes, but ether containing 
aldehyde or peroxides will quickly decolorise it, the rate of reduction 
being a very good index of the quality of the ether. 
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DISCUSSION. 

Dr. Dudley Buxton said that the members of the Section would 
welcome so useful a communication as the one Mr. Finnemore had presented. 
That gentleman’s name was already well known to anaesthetists in connexion 
with valuable work done by him, in collaboration with the late Dr. Wade, 
on chloroform and ethyl chloride and published in the Proceedings of the 
Chemical Society. Mr. Finnemore had referred to the assumption of tetra- 
valency by the oxygen molecule in the lower ethers, and on this point the 
speaker desired to ask whether that fact could explain the evolution of heat 
occurring when ether and chloroform were shaken together, as during the 
preparation of the A.C.E. and kindred mixtures. It was commonly stated that 
mere mixing, in contrast to chemical union, did not cause the molecular 
phenomena which gave rise to the evolution of heat. Was there any evidence 
that in these mixtures the union was more intimate than mere solution ? 
The speaker believed that the evaporation of the ingredients was not that 
represented by their proportional values in their solutions. 

The President (Dr. Harold Low) said he quite agreed that the best 
thanks of the Section should be given to the reader of the paper, for the subject 
was one of great interest to them as anaesthetists. It was extremely important 
that the purest of drugs should be used in their work. He (the President) 
thought that impure ether containing the deleterious compound acetaldehyde 
was not infrequently sold for anaesthetic purposes. He would like to ask 
whether it was possible to detect its presence by the smell. One point to 
which he might perhaps draw attention was the liability of ether to form 
peroxides in the presence of air and sunlight. He would therefore warn 
anaesthetists not to keep their ether in large halt-filled bottles of clear glass. 

Mr. C. J. Loosely pointed out that when chloroform and ether were mixed 
an effervescence took place as well as an evolution of heat, and that also in 
spite of this and the increased temperature there was a contraction of volume 
which could be demonstrated by inverting a drop-bottle immediately after 
shaking the mixture ; bubbles would then be found to enter. 

Mr. Finnemore, in replying to the discussion, stated that evolution of 
heat and contraction in volume were observed when other substances—e.g., 
alcohol and water—were mixed, and, as far as he knew, no claim had yet been 
made that chemical action occurred. In the case of chloroform and ether no 
evidence was yet available which showed definitely that chemical combination 
took place, although the evaporation of a mixture of the two was not un¬ 
influenced by the presence of the other ingredient. In reply to the President’s 
remarks, it w^as possible for a trained nose to detect the presence of aldehyde 
in ether. 
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A Discussion on the Methods of Induction of Anaesthesia. 
Opened by Harold Low, M.B. 

Ladies and Gentlemen, —As the paper we have just listened to 
was not likely to occupy the whole of our time this evening, I suggested 
at the last Council meeting of the Section that a discussion of the various 
methods in use for the induction of inhalation anaesthesia might be 
both useful and instructive. We, as specialists, I fear, suffer from the 
malady, I may call it, of isolation, which is so common among the 
members of our profession. Except at our own schools or hospitals we 
so seldom see one another at work. There is not that reciprocity of 
ideas which is so desirable in all scientific pursuit. Instead, therefore, 
of always listening to a paper on some new anaesthetic or new method, 
it is at times, I think, advisable to take stock, as it were. We are all 
liable to get too much into a groove. The best way I suggest to 
conduct this discussion is for each member present to state briefly the 
methods he or she employs and the reasons for doing so. 

First, as to the induction of anaesthesia, I should like first to make 
a few general remarks. In the first place, it is immediately before and 
daring the induction that the personality of the anaesthetist predomi¬ 
nates. The knowledge as to how to deal with different temperaments 
at different ages is so important, as a patient about to undergo an 
operation is usually in an abnormal, nervous condition. To my mind, 
and I think you will agree with me, not only what method is used, but 
the manner of using it, makes all the difference, not only to the pre¬ 
liminary comfort of the patient, but also to the continuance of the 
anaesthesia as well as to the subsequent effects. In hospital work, 
perhaps, this side is too often neglected, especially in our teaching 
of the students. The soothing of the excited, the comforting of the 
nervous and frightened by a few gentle words, are so important. 

Next, the various methods of inducing anaesthesia. From my own 
personal experience, which embraces more than twenty-five years, I have 
seen methods and ideas change. First, I remember when all patients 
except very old people and young children were smothered, I may say, 
by ether in a Clover’s inhaler—the closed method without preliminary 
induction by nitrous oxide. A most unpleasant method. Next, the 
nitrous oxide and ether sequence was all the fashion—then various 
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so-called dosimetric inhalers were invented for chloroform—none were 
ideal and most a failure. Ethyl chloride and preparations such as 
somnoform were tried with more or less success. In recent years the 
closed method has been substituted, with a number of anaesthetists, by 
the open method. This method was used as a general practice first, 
I think, in America. Its simplicity is what appeals to me. Combined 
with a preliminarj’ inhalation of a weak mixture of C.E., I cannot help 
thinking it is the method which will become general, and that the 
Clover’s inhaler has had its day. I know I shall find a number of 
members not in agreement with me. As we have decided at this 
meeting not to discuss the preliminary use of narcotic drugs hypo¬ 
dermically, it is a little difficult to make good my case, as the two 
methods go so together. There is one more point, and that is the use 
of oxygen. Personally, I find great help from this gas and use it as 
a matter of routine from the commencement to the end of the adminis¬ 
tration. I think it is a great mistake to keep it simply for emergencies. 

Dr. Dudley Buxton : While in sympathy with much that has 
been said by the President, I cannot see eye to eye with him with 
regard to the use of the nitrous oxide and ether method. As the 
subject of the use of narcotics introduced hypodermically before 
inhalation has been ruled out by the Chairman, I will only say that 
their employment calls for a difference in the methods of induction, 
a difference of entire method, or a difference in the detail of method. 
I, personally, give atropine w'henever I give ether, so that alkaloid 
becomes a definite part of my method. The alleged drawbacks to a gas 
and ether method are mostly or entirely eliminated by using atropine 
and by attention to detail. The prolongation of the induction period, 
except under unusual conditions and states—e.g., traumatic shock—is no 
gain, indeed, I believe the rapidity of the action of nitrous oxide is one 
of its greatest merits. Cyanosis, after-sickness, headache, and so on, 
are due mainly to partial asphyxia, and are in no way necessary in the 
method. Oxygen, which I have used for many years and with all 
ansesthetics, completely obviates such complications and lessens the 
venous bleeding, a trouble which many surgeons appear to regard as 
a necessary effect of the use of gas and ether. Whatever anaesthetic 
and method are selected for the maintenance of anaesthesia, the gas and 
ether plan is applicable. The open ether method so much in vogue, 
besides requiring a tediously prolonged induction, does noti as a rule, 
provide a level of deep narcosis, such, for example, as is called for in 
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dissecting operations and those on the abdominal viscera. It never 
allows more than a 12 per cent, vapour, and usnally a 6 per cent, is 
alone obtained, whereas by a closed inhaler an ether atmosphere of 
30 per cent, or 40 per c^nt. is possible. Thus it seems to me to be a 
great gain if, by using the gas and ether sequence, yon can gradually 
pile up your ether strength during induction, the period when the intake 
should exceed the output, since yon thus obtain a depth of narcosis 
which is competent for any operation and can be easily maintained at 
its level, even when an open method is pursued consecutive to the gas 
and ether sequence. I believe that the reaction in favour of an open 
ether method owes its origin to the misapprehension of the high 
strength vapour given by the closed method and to the old vicious 
teaching that induction by ether necessitated and was assisted by 
maintaining so great an air limitation as to produce cyanosis. These 
are errors in technique and are, of course, absent in the open method. 
However, they are not inherent in the closed method and will be 
avoided by those who understand the closed inhaler method. The 
views on acapnia advanced so vigorously by Professor Yandell 
Henderson, which indicate that a light narcosis—ineffectual rapid respi¬ 
ration—leads to a lowering of the content in blood of carbon dioxide, 
seena to me to indicate an additional merit in the gas and ether method 
for induction. While an open ether method tends to produce the 
condition said to lead to acapnia and fibrillation of the myocardium, 
the closed method certainly conserves the carbon dioxide in the blood 
and tissues and so protects the heart. 

Time does not permit of details of methods being entered upon 
although it must be pointed out that such details require needful 
attention during the induction of anaesthesia when dealing with the 
many types of persons who require anaesthetics. Those who dread “gas” 
can, as a rule, be guided into the second degree of narcosis by inhaling 
chloroform from a regulating inhaler, such as the Vernon Harcourt. 
This could be followed by using a closed ether method, and then main¬ 
tenance effected by the open ether system. With regard to this, I think it 
is very important that any mask used should be so made that a consider¬ 
able space intervenes between its convexity and the face in order that one 
may breathe from an atmosphere of ether and air, rather than inhale 
the chilled ether vapour drawn by the inspiration directly from gauze 
forming the concavity of the mask. Also, excessive evaporation of ether 
away from the patient into the room should be prevented by covering 
the gauze with a layer of lint in which a hole is cut to receive the drops 
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of ether. I concur with the President that the anaesthetist should and 
could help the nervous patient by kindly treatment and by inspiring 
confidence. I habitually urge this on students whom I am teaching, 
and I remind them that whereas the administration of an anaesthetic 
is an episode to them, it is an epoch in the life of the patient, and 
inspires at once dread and loathing. The pre-anaesthetic storms of fear 
and struggling are apt to reproduce themselves during induction, and 
even in deeper narcosis, in the form of anarchical perturbations of 
respirations and changes in blood-pressure, and hence should, if 
possible, be carefully avoided or minimised. 

Mr. Boyle ; I prefer to induce anaesthesia with the gas-ether 
sequence, and use for that purpose a Clover’s inhaler, with a small bag 
with gas tdbe attachment, I prefer this method because it shortens the 
period of induction, and I think that anything that can be done to 
shorten the induction period is a boon to the patient. Those who have 
had anaesthetics themselves will probably a-gree with me that during the 
induction period there is almost always a stage of mental excitement, 
which is little short of torture, and therefore I always try to maJre that 
period as short as possible. With regard to the suggestion that has 
been made that there is frequently a considerable amount of cyainosis 
attending induction by this method, I cannot agree, indeed, I hold and 
have taught for some time that cyanosis is nearly always due to faulty 
administration and faulty technique. No doubt there are many who 
will not like to admit this, but, nevertheless, I believe it to be true. 
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Discussion on the Influence of Preliminary Narcotics on 
(a) Induction, (h) Maintenance, (c) After>results of Anaesthesia. 

Opened by J. Blumfeld, M.D. 

About four years ago this Section held a discussion on very 
similar lines to those laid down for this evening. On that occasion 
the opinions expressed were at the same time very various and 
very emphatic. There were those who, enthusiastic for the novel 
procedure, would lead one to imagine that with the use of morphia 
and scopolamine, followed by open ether, the ideal in anaesthesia had 
been achieved. They claimed the perfectly quiet induction, absolute 
relaxation and complete freedom from after-effects which we are 
accustomed to see claimed for every innovation in anaesthetic practice. 
There were others, equally strenuous on the other side, who maintained 
that increased excitement and prolonged rigidity were the main 
phenomena they had witnessed in connexion with the use of prelimi¬ 
nary narcotics. These opinions were in neither case the result of 
prolonged experience, and I think that to-night’s discussion will 
probably show a juster view and will prove that, as is so often the 
case, the first impressions were of too wholesale a character, and that 
the truth is ascertained when we have been able, by long use, to exercise 
discrimination, and to declare that there are cases where this method is 
of the greatest value, and others where it should not be employed. 
This brings me to the first point which I wish to raise—viz., the routine 
A—1 
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use of preliminary narcotics. My own view with regard to this is that 
we should not employ any of these drugs as a routine except atropine. 
So far I have neither met with, nor heard of, any ill-effects from the 
preliminary use of atropine, and therefore I think we are justified in 
using this in a routine manner. We must remember that a routine 
use of preliminary drugs before anaesthesia involves us in the proceeding 
of prescribing the drug for a patient whom we have not seen. This 
does not seem to me a reasonable course of action in the case of such 
drugs as scopolamine and morphia, and I believe, therefore, we should 
use these only if we have the opportunity of either seeing the patient 
beforehand, or at least of satisfying ourselves that there is every 
probability of the drugs not upsetting him. Also, it must be certain 
that he will not have to walk or to be disturbed after the hypodermic 
injection and before the operation. 

It is in hospital practice particularly that there appears to me to be 
objection to the routine use of these drugs, because it often happens that 
the experienced anaesthetist, who was expected, does not actually give 
the anaesthetic, and the administration falls to the lot of a junior man 
who has had no experience with the conditions brought about by pre¬ 
liminary injection, and who would not have had one given had he known 
he was to be the anaesthetist. These remarks do not apply to atropine, 
and the routine use of this drug has the great advantage that it renders 
convenient the free use of open ether, when without it there would 
be in many cases much trouble from secretion of mucus and saliva. 
Another point against the routine use of morphia and scopolamine is 
this, that the case may torn out to be one in which chloroform should 
be given to a deep degree of narcosis, and that is not a method of 
anaesthesia to be safely practised after the preliminary use of these 
narcotics. A recent American writer states that he considers prelimi¬ 
nary medication an essential whatever anaesthetic is used for patients 
between the ages of 19 and 50. This is, to my mind, a sweeping 
statement, only to be accepted with the reservations that I have indi¬ 
cated. Let us look for a moment at the advantages which we may 
expect to derive from preliminary narcotics. They are, I think, these: 
First, a quiet induction, begun with the patient in a state of drowsy 
indifference, if not already asleep ; secondly, a diminished consumption 
of the anaesthetic during anaesthesia and a diminished chance of surgical 
shock; and thirdly, diminution or absence of all deleterious after¬ 
effects. Now atropine, for which alone I recommend routine use, 
plays a large part in securing the second and third of these advantages, 
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though it helps but very occasionally, if ever, towards the first. Scopo¬ 
lamine alone, or scopolamine and morphia, are much more potent in 
quieting a patient beforehand, and in the case of frightened or highly 
nervous individuals they give great help. Yet there are cases in which 
these drugs do the very opposite of what is hoped for from them, and 
cause a condition of excitement or of nausea; that is another reason 
why I do not like to use them unless I can see the patient beforehand, 
and have at least a chance of judging whether the narcotics will be 
helpful or the opposite. Again, these drugs, in my opinion, prolong the 
induction of anessthesia, and particularly prolong the time necessary to 
obtain complete muscular relaxation. It may be that this is owing to 
their effect in lowering the respiratory extent and activity, and indeed 
the delay has sometimes seemed to be abolished by the concurrent use of 
oxygen. With regard to after-effects, the balance of evidence is in favour 
of good results from scopolamine, with or without morphia. The 
unconsciousness is, of coxurse, much prolonged, and during this time the 
anaesthetic is being eliminated. When consciousness revives there is 
sometimes as much sickness, though starting later, as if no narcotic 
had been employed; more often, however, the sickness does not occur, 
or is but slight. 

The kind of cases for which I prefer to use morphia and scopola¬ 
mine, or omnopon alone in addition to atropine, are these : First, highly 
nervous individuals who are afraid of taking an anaesthetic, and also 
insane persons ; secondly, all protracted nose and throat cases; thirdly, 
in the case of all very muscular, plethoric, or alcoholic individuals, even 
though the operation is to be a short one. I value these drugs in the 
nose and throat cases because of the ability they afford us to keep 
the patient conveniently quiet during a light degree of narcosis, with 
unabolished coughing reflexes. In the difficult muscular and alcoholic 
subject they enable us to maintain an open ether ansesthesia, impossible 
without their aid. 

Sir Fbbdekic Hewitt ; I have a high opinion of the use of 
preliminary narcotics, provided care and discretion be exercised. It 
is to be regretted that the anaesthetist is not, as a rule, able to see his 
patient some time before the operation. Whenever practicable, how¬ 
ever, such a course should always be adopted. By careful inquiry as 
to the patient’s susceptibility to narcotics and by the use, in certain 
special cases, of a trial administration a day or two before the operation, 
the anaesthetist is generally able to secure good results. I have taken 
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careful notes of 266 cases—principally abdominal—in which I have 
employed preliminary narcotics, sometimes using morphine and 
atropine, J gr. to J gr. of morphine and gr. to yj^ gr. of atropine, 
and sometimes morphine, scopolamine and atropine in the respective 
doses of ^ gr., yJjj gr. and yjg gr. I have endeavoured, whenever 
possible, to compare the effects of different procedures upon the same 
patient. There is no doubt in my mind as to the general advantages 
of the plan, not only in regard to the patient’s comfort before and 
after the anaesthetic, but in regard to the absence of excitement and 
muscular rigidity. Atropine is very valuable in that it prevents nasal 
and oral secretions, and thus very materially lessens after-vomiting. 
I have obtained the most complete abdominal relaxation with morphine 
and atropine, followed by open ether freely administered orally, not 
nasally. 

I have of late become rather shy of scopolamine except in cases 
in which definite pre-ansesthetic stupor seems indicated. I have met 
with one case of distinct scopolamine idiosyncrasy. The patient, an 
elderly man who had lived well, was profoundly narcotised by y^^ gr. 
scopolamine ; the anaesthetic was given while he was in this condition; 
there was most inconvenient rigidity during the operation of prosta¬ 
tectomy, and during recovery there was so much excitement that assist¬ 
ance had to be obtained. I have also published one very remarkable 
case of morphine idiosyncrasy. I have never seen any contra-indications 
to the use of atropine. 

On the whole, I am inclined to use morphine gr. for adult males, 
J gr. for women, with yy^ gr. of atropine) before practically every 
operation, provided there are no contra-indications. I prefer freshly 
prepared solutions to “tabloids,” and it is important that the needle 
should enter the subcutaneous tissue. 1 generally have the injection 
given three-quarters of an hour beforehand. There are, however, in my 
judgment, certain cases in which morphia is strongly contra-indicated. 
It should not be given to patients suffering from any respiratory 
diflSculties. It is, moreover, in my opinion, strongly contra-indicated 
in all throat, nose, and mouth operations liable to be attended by 
haemorrhage, unless indeed a light, and therefore an inconvenient, 
ansesthesia be maintained. I have known two or three fatalities—one 
after excision of the tongue and one after excision of a laryngeal growth 
—which were, in my opinion, partly, if not chiefly, due to pneumonia 
excited by the passage of blood into bronchi rendered insensitive by 
morphine. The profession has not, I think, fully realised the import- 
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ance of a rapid return of the coughing and swallowing reflexes after 
operations of this character. There is also another class of case in 
which morphine is probably very prejudicial; but here I feel I am 
invading the province of the surgeon, for I refer to the risks of giving 
morphine after abdominal operations. When these operations have 
been conducted under mixed narcosis I think that special care is 
needed lest an additional dose of morphine paralyse intestinal action. 
There seem to be certain cases of enterectomy in which the bowel very 
tardily' regains peristalsis, and it therefore seems clear that great 
caution is needed before repeating morphine used as a preliminary to 
anaesthesia. As to the behaviour of morphinised patients under anaes¬ 
thetics, I agree that the sleep-like breathing may sometimes prolong 
the administration. I should like, however, to state very definitely 
that I do not remember any case in which marked slowing of breath¬ 
ing has taken place during full anaesthesia. Certainly such cases are 
very rare with morphine, though they may be more common with 
scopolamine. For highly nervous, apprehensive, excitable subjects I 
consider the use of appropriate preliminary narcotics almost essential 
to success. 

Dr. Tate : I am strongly in favour of the preliminary use of 
narcotics prior to ainaesthesia. I am in the habit of using morphia, 
atropine and hyoscine, or morphine and atropine alone. It is necessary 
to exercise some care and judgment in the use of hyoscine, which is not 
advisable in the case of old and feeble patients. The use of these pre¬ 
liminary drugs may be considered from the point of view of the surgeon 
and of the patient. It has been stated as an objection to their use that 
complete relaxation of the abdominal muscles is not always obtained. 
So far as my experience goes, which embraces operations chiefly over the 
lower area of the abdomen, I have not found any difficulty in obtaining 
satisfactory relaxation of the abdominal walls. There are many advan¬ 
tages from the patient’s standpoint. In many cases the patient’s senses 
are partly dulled, and in some cases they are entirely freed from all the 
painful dread and nervous tension of the hour preceding the operation. 
Tbe amount of anaesthetic required during the operation, after a pre¬ 
liminary narcosis, is materially diminished, and sickness after operation 
is reduced to such an extent that it is quite an exception for any 
troublesome sickness to occur at all. As a rule, the patients pass into 
a comfortable quiet sleep after being put back to bed and remain in this 
state for some hours. In some cases, when they become entirely 
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conscious they have no recollection of any incidents in connexion with 
the operation, which is an enormous advantage in the case of nervous 
patients. 

Miss Turnbull : There are two points on which I should like to 
express my agreement with Dr. Blumfeld : (1) I have found the pre¬ 
liminary use of atropine alone very satisfactory; (2) I agree that the 
preliminary injection of atropine and morphine before operations on 
the nasal passages is of great value. 

Dr. Mennell : I have practically nothing to add to what Dr. 
Blumfeld has said, and I am in complete agreement with his conclu¬ 
sions. Dr. Tate is to be congratulated on the results he has obtained, 
but he is fortunate in having only cases involving the lower abdomen, 
and further, his theatre is immediately outside the ward, so that it is 
especially easy to control patients after injection of the narcotic and 
before the anaesthetic is given. It must, I think, be generally allowed 
that scopolamine sometimes causes difficulty in high abdominal cases 
when complete relaxation is a necessity, and the majority of anaesthetists 
must have met surgeons who refer to a rigid abdomen under an anaes¬ 
thetic as the “ scopolamine belly.” 

Mr. Boyle : There is very little to add to what has been so ably 
expressed by Dr. Blumfeld, Sir Frederic Hewitt, and the other 
speakers, and there is one point that I think this discussion has 
emphasised, and made clear, and that is that we as anaesthetists ought 
to see our patients a day or so before the operation. It is obviously 
wrong to prescribe a routine dose of any narcotic or mixture of narcotics 
without first seeing the patient, so that we can determine whether a 
narcotic is desirable or not, and if it is desirable, to decide what drug or 
drugs, and what dose is most suited to the case in hand. Moreover, if 
we have seen the patient before the operation—and I speak now especi¬ 
ally of nervous patients—we can to some extent calm their fears; and 
even if we do nothing else we have seen each other, and on the morning 
of the operation the anaesthetist is not another strange person to be 
encountered. It is an important point, and one that I wish the surgeons 
would consider. 

I have recently at No. 1 Base Hospital, to which I am attached, 
been giving a fairly strong dose of a narcotic mixture to the soldiers 
one hour before the operation; I think that by giving it one hour before 
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one probably obtains the maximum effect. The dose I have been 
giving is morphia ^ gr., atropine yj© gr., scopolamine gr., and I 
have made careful inquiries from the sisters as to results. There is no 
doubt in my mind as to the benefit obtained with regard to the quiet¬ 
ness of the induction period. Before this injection was given the 
men, although fairly quiet at the start of induction, almost invariably 
struggled and fought; and my experience goes to show that beneath 
this outward calm they one and all are nervous, and fight when losing 
consciousness. But now all this is changed; they come up in a drowsy 
condition, they are anaesthetised quietly, they return to the ward, and 
recover quickly and quietly. There is, however, one great drawback 
which has been complained of, and that is the intense thirst and dry¬ 
ness of the mouth both before and after the operation, but with this 
exception the condition of the men, before and after, has been most 
satisfactory. 

Dr. G. A. H. Babton : I think the Council are to be congratulated 
on their choice of a subject for discussion to-night, which is one of 
considerable general interest. I only wish to dwell on a few points that 
have impressed themselves upon me as a result of my practice in the 
last three years, during which I have practically adopted the adminis¬ 
tration of narcotics previous to ansesthetisation as a routine method. 
1 have used morphia, scopolamine, and atropine alone, or in various com¬ 
binations, Biedel’s scopomorphine, omnopon, and omnopon-scopolamine. 

Owing to the depressing influence of narcotics on the respiratory 
centre, induction is slower than usual where the agents used are 
chloroform or ether, alone, or in combination; but where, as almost 
invariably rules in my practice, ethyl chloride is used in addition, its 
stimulating effect on respiration becomes obvious and the patient quickly 
goes under. Struggling, of course, is, as a rule, much less marked and 
very transitory. 

With regard to the type of anaesthesia developed, I think the best 
results are to be obtained by a full dose of morphia and scopolamine, 
say i gi*- tuu ^ routine, with an extra amount of morphia for 

big and strong men: soldiers, I may say, seem especially to need big 
dosage. Thereafter my object has been to keep the patient in a con¬ 
dition of light anaesthetic sleep by means of the minimal dosage of open 
ether necessary for the purpose. It is astonishing how little is required 
in many cases. I always like to keep a brisk corneal reflex; some 
rnovements are not infrequently present. Once they are accustomed to 
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it, surgeons invariably appreciate this form of narcosis, and they soon 
realise its advantages. Shock practically never occurs. Whilst I am 
by no means a convert to Professor Crile’s theory of shock, nor to 
the details of his method of anoci-association, I am a believer in the 
principle of the method, and am convinced that in the judicious com¬ 
bination of alkaloids and open ether we arrive at the best means of 
carrying out these principles. 

The use of narcotics enables us in nearly all cases to maintain the 
anaesthesia with open ether. I have never deliberately set myself to 
follow them up with chloroform and consider that a practice to be 
deprecated. For a long time we have appreciated the dangers of over¬ 
dosage, and lately, thanks to Dr. Goodman Levy,^ we have learnt 
something of the dangers of under-dosage of chloroform. Again, chloro¬ 
form lowers blood-pressure and conduces to shock and post-operative 
complications. 

Another advantage of the use of alkaloids and open ether is to 
be seen in the after-condition of the patient. If he has had previous 
experience of other methods he will, at any rate, appreciate this one. 
He generally sleeps comfortably for some time after the operation, and 
as a rule wakes up feeling none the worse for the experience, being 
rarely troubled with vomiting or other post-ansesthetic discomforts. Of 
course, one occasionally comes across patients who are upset by morphia. 
Speaking generally, I have found morphia vomiting more common in 
adolescents. Again, one occasionally meets with a type in which 
scopolamine appears to set up a great deal of excitement. There is no 
doubt that patients recovering from this narcosis require a little more 
careful watching than others. 

Dr. Shipway : I am entirely in favour of the principle of giving 
narcotics before operation whenever possible. This is a real kindness 
to the patient and of much assistance to the anaesthetist. Morphine 
and atropine can he given in the majority of cases, but for very nervous 
patients scopolamine should be added, although it has the disadvantage 
that it sometimes makes induction slow and delays the attainment 
of relaxation in operations upon the upper abdomen. I am in favour 
of using small doses of morphine combined with atropine in mouth, 
nose and throat operations. As regards after-results, the preliminary 
injection of narcotics undoubtedly ensures a better recovery. I do 
not think, from careful inquiries, that flatulence is increased. There 


rrocccdings^ 1914, vii, pp. 57-84. 



Section of Anaesthetics 


23 


are, of coarse, some cases of idiosyncrasy to morphine ; if this condition 
in the patient is known beforehand chloretone ma^ be substituted, often 
with advantage. I have found it useful in some patients who have on 
previous occasions been much troubled with vomiting. 

The President in closing the discussion, said: The present dis¬ 
cussion has been, I think, useful and complementary to that of the last 
meeting of the Section, “ On the Methods of Induction of Anaesthesia.” 
When the subject of the use of narcotic drugs as a preliminary to 
anaesthesia was brought before the Section several years ago but few 
of the members had had any extensive experience of their effect. Now 
most of us are able to give an expert opinion as to the advisability 
of using them. I quite agree with the opener of the discussion 
that as regards such drugs as morphia, scopolamine, omnopon, &c., 
their routine use in hospital practice is not advisable. In unskilled 
hands they are not free from risk. It is often impossible, in hospital 
practice, to say who may have to administer the anaesthetic in any 
individual case; and house officers vary so in their knowledge of the 
subject, that whereas these drugs are safe in one man’s hands, they are 
not in another’s. At St. Thomas’s Hospital, a rule has been made that 
no narcotic drugs are to be used by the resident staff. The danger that 
may arise from their use especially applies to chloroform. And I go so 
far as to say that deep chloroform anaesthesia should never be induced 
subsequent to their administration. As to the use of atropine by itself, 
I do not think the foregoing remarks apply; as I have never seen any 
ill-effects from its use, and its property of arresting the mucous secre¬ 
tions may produce a beneficial effect. In private practice I make a 
point of either seeing the patient beforehand or communicating with 
the surgeon or doctor in charge of the case before ordering the adminis¬ 
tration of morphia and such-like narcotics. On the other hand, when 
a skilled anaesthetist is going to administer the anaesthetic, and in 
selected cases, I am firmly convinced a preliminary injection of a 
small dose of morphia and atropine is highly desirable. As to the use of 
scopolamine I am not so certain. Its action is often not to be depended 
upon, and I have seen several cases in which definite toxic symptoms 
bave supervened. 

On the agenda the discussion has been divided into three parts, the 
induction, maintenance, and after-effects. Personally, at all these times 
I think good may arise from the use of morphia and atropine. First, in 
the pre-induction stage, the patient, who is often in a highly nervous 
A —la 
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condition, is soothed either to sleep or to a state of quietude. Among 
the military patients, of whom 1 have lately had so much experience, 
this has been most marked, and many a poor soldier has been completely 
oblivious of the fact that an anaesthetic has been administered to him. 
How great a gain is this. Next as to the maintenance : 1 am sure that 
less anaesthetic is required throughout the operation. I cannot help 
thinking that those speakers who have laid stress on the rigidity follow¬ 
ing the use of scopolamine have forgotten the fact that the anaesthesia 
is lighter than in cases where no narcotic has been previously used. 
Thirdly, as to after-effects, I quite agree with Dr. Tate in his remarks 
that post-anaesthetic sickness is rare after the use of these drugs. 

In conclusion, I may say that should it be my fate to have to 
undergo an operation I trust I may be given an injection of morphia 
and atropine beforehand. 
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PRESIDENTIAL ADDRESS. 

Old London’s Spas, Baths, and Wells. 

Gentlemen, — My temerity in having ventured to accept the 
honour you have conferred upon me by electing me your President 
has brought in its train certain penalties, one being the preparation 
of an address; a penalty you have yourselves incurred is that of acting 
as audience. I am desirous of asserting my grateful recognition and 
appreciation of the kindly sentiments that influenced you in your 
selection. 

In January of this year Dr. Clippingdale read an excellent paper 
before the Section entitled “ London as a Health Resort,” and men¬ 
tioned the fact that, in bygone years, London possessed many medicinal 
springs and wells. In the ensuing discussion I pointed out that sovie 
of these springs and wells, where people gathered together to imbibe 
the waters and to indulge in amusements of various kinds, were dignified 
by the title of “ Spas,” and that traces still remain in the Metropolis 
and its environs. 

One of our Secretaries, Dr. Buckley, suggested to me that the 
subject of my remarks on that occasion, if elaborated and amplified, 
would prove of interest suflScient to warrant its expansion into an 
“ address,” and his opinion was confirmed by his colleague. Dr. 
Campbell McClure. I have therefore prepared an account of the 
old Spas, Baths, and Wells of London; and although the subject- 
matter is not of great utility as far as the practice of medicine is con¬ 
cerned, I venture to consider it may be found of interest from various 
D—1 
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points of view, to those of our Fellows engaged in spa practice, to those 
who practise in London, and perchance even to some who belong to 
neither of these classes. 

Antiquaries consider the fact to be w'ell established that London 
was founded by the Britons, and, amongst the various etymologies of 
the word “ London ” suggested, it is interesting to note in connexion 
with the subject of this paper that W. Owen, F.S.A., editor of the 
“ Welch Archaeology,” considered it to be derived from Llyn, a lake, or 
broad expanse of water, and din, a town, and supported this view* by 
recording the probability that the low-lying lands on the Surrey side 
of the river towards the Camberwell hills would be frequently over¬ 
flowed before they were protected by embankments. If we accept this 
derivation the word London would mean the ” Town of the Lake.” 

On considering the situation of London, the geological formation of 
the land on which it lies, and the fact that many tributaries of the 
Thames, taking their origin on the hills both north and south of the 
Thames Valley, used to descend to join the great river before the lands 
were built over, one easily understands why the lands around^ the town 
were in former years so fertile in springs and wells. 

The following oft-quoted passage, translated from the original Latin 
of “ The History of London,” written in 1180 by William Fitzstephen,. 
the Anglo-Norman chronicler—a monk of Canterbury and the friend 
of Becket—brings vividly to one’s imagination the existence of such 
springs more than seven hundred years ago, within a very short distance 
(about a mile and a half) of the spot where we are now assembled :— 

“ Round the City again, and towards the North arise certain excellent 
springs at a small distance, whose waters are sweet, salubrious, and clear, and 
whose runnels murmur o’er the shining stones ; among these, Holywell, 
Clerkenwel), and St. Clement’s Well may be esteemed the principal, as being 
much the most frequented, both by the scholars from the school (Westminster) 
and the youth from the city, when in a summer’s evening they are disposed 
to take an airing.” 

John Stow, the English antiquary and historical writer, w'ho 
flourished in the latter half of the sixteenth century (Elizabeth to 
James I), writes :— 

“ Tliey had' in every street and lane of the city divers fair wells and 
springs ; and after this manner was this city then served with sweet and fresh 
waters, which being since decayed, other means have been started to supply 
the want.” 
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Springs abounded not only on the north side ; on the south side of 
the river, in Southwark, Lambeth, and contiguous neighbourhoods, many 
springs and wells also existed. 

As time went on, and as buildings were gradually erected over the 
outskirts of the old city, the construction of cesspools and drains inter¬ 
fered with the purity of the springs and wells, most of which were 
gradually obliterated. Other methods of water supply were imperatively 
necessitated, and even as early as 1236 the construction of a conduit 
was commenced from springs in the Manor of Tyburn, on the site of 
the present Stratford Place, off Oxford Street, for conveying water in 
pipes of ^b-in. bore to the City; after this date many conduits to the 
City were laid. The building where the water of each conduit was 
received in stone cisterns lined with lead for distribution was also called 
a conduit or “ bosse.” 

Later the needs of the population demanded more remote sources 
of water supply, and it is interesting to remember that in 1609 the 
first spade work in the construction of the famous New Eiver, originated 
by a Welshman, Hugh Myddelton, a wealthy London goldsmith and 
Member of Parliament, whose statue may be seen on Islington Green, 
was commenced in the vicinity of the chief springs at Chadwell and 
Amwell, near Ware in Hertfordshire, twenty miles from London. The 
Chadwell spring was named after St. Chad, referred to later in this 
paper. 

The Great Fire of London, in 1666, destroyed many of the old wells 
and springs, which were subsequently built over. Later the rapid 
increase of building and the construction of sewers led to the disappear¬ 
ance of most of them. 

I will now endeavour to set before you a brief account of the old 
wells and springs, many of which were considered to heal and cure 
(1) either by inherent virtues, believed in the very early days to be 
miraculous or holy; (2) or by distinctly medicinal properties doe to the 
content of mineral substances. Some of the latter were, in part of the 
seventeenth, in the eighteenth, and part of the nineteenth centuries, 
resorted to by people in search of health and diversion, and were 
spoken of as “ spas.” I have added a few notes on olden baths of 
London, which may not be considered out of place. 

I have found it a puzzling matter to classify the different wells and 
spas of which there is record ; the arrangement adopted has resolved 
itself into grouping together, with consideration of location as far 
as possible: (I) the holy wells; (II) other wplls- and springs of less 
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importance ; (III) the olden baths ; (IV) those springs and wells which 
appear to deserve the title of spas, and had some of the characteristics 
of the British spas of to-day. 

I take pleasure in recording my indebtedness to the fascinating book 
of Mr. Alfred Stanley Boord, entitled “ Springs, Streams and Spas of 
London,” from the pages of which I have gleaned many particulars 
concerning some of the wells and spas mentioned. 

(I) Holy Wells of Old London. 

The ancients dedicated springs to deities — the earliest holy well 
recorded in history being that at Annu (Heliopolis), in Egypt, about five 
miles to the north-east of Cairo, where, according to the legend, Ea, the 
sun-god of ancient Egypt, used to bathe each day at sunrise, and where 
Piankhi, a King of Nubia, who invaded and conquered Egypt, washed 
his face about 750 B.c. In this country the Druids worshipped brooks 
and fountains, and the Haxons also brought similar customs to Britain. 
Later, Christianity did not entirely destroy the association of religious 
ideas with springs and wells, but continued it, by giving to wells and 
springs the names of saints. Such springs were deemed to be holy or 
sacred, and had marvellous healing virtues attributed to them; the 
waters were drunk and bathed in by the credulous amongst the people, 
encouraged by the Koman Catholic priests and their subordinates, the 
“clerks.” Many so-called Holy Wells existed in England, and London 
and its environs added their quota to the list, the majority being in the 
vicinity of a church or abbey, or religious house. Only a few of them 
had any definite medicinal action, so far as one can determine, but 
some probably contained iron, and others magnesium sulphate and 
sodium sulphate. 

(1) First and foremost amongst the holy wells of London I place 
St. Chad’s Well (described under “ Spas ”), partly because it was 
supposed to be one of the most ancient of the holy wells, and partly 
on account of its association with the name of St. Ceadda or St. Chad, 
who died in 672, and became spoken of as the patron saint of medicinal 
springs and wells. I may be permitted therefore to refer to certain 
facts concerning him which may not be generally known. In the year 
669 St. Ceadda or St. Chad, a native of Northumbria (frequently 
confused with his brother St. Cedd, Bishop of London), succeeded 
Jaruman as fifth Bishop of Mercia, which consisted of seventeen 
counties stretching frojn the banks of the Severn to the North Sea. 
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He established his see at Stowe, on the spot where St. Chad’s Church 
now stands, about half a mile from the present Lichfield Cathedral. 
There, surrounded by a small college of seven presbyters, he dwelt 
in a cell, and lived a life of prayer, study, and active ministerial 
work. In a garden behind some thatched cottages, about fifty yards 
from the church, a small stone structure covering St. Chad’s Well, 
a spring of pure water in which, according to the legend, St. Chad 
used to stand naked and pray, can be seen to this day; it is believed 
that the stone block on which he used to stand is now built into the 
wall. The old woman who shows the well states that the water 
has still a reputation for rheumatism and bad eyes,” and is known 
amongst the townspeople as the “ Wishing Well.” The inscription 
on the stonework covering the well is ” C. E. E. P. DCLXIX.” 
St. Chad died in the year 672, and was buried at St. Mary’s Church ; 
later his bones were removed to the Church of St. Peter, built about 
A.r>. 700, which remained the Cathedral Church of Lichfield and the 
shrine of St. Chad for nearly five centuries. Devotees used to visit 
this shrine and mix a little of the dust with water, which was then 
believed to be capable of achieving miraculous cures when drunk. In 
the twelfth century a new Norman cathedral dedicated to St. Mary and 
St. Chad was erected in its place. No portion of the Norman building 
is now in existence above ground. In the present cathedral there is a 
chapel dedicated to St. Chad, which was built about 1230 by Bishop 
Liangton. The relics of St. Chad were deposited in a shrine in the 
Lady Chapel, built especially for them by Bishop Langton, and 
remained there until after the Beformation, when portions of the relics 
were removed to different places. It is interesting to note that some 
of his bones were deposited in the chapel of the College of Li^ge, 
Flanders, in 1669, by Bichard Strange, Bector of Ghent, who was 
possibly influenced by the facts that St. Chad was the patron saint of 
springs and wells, and that Spa, the ancient and famous watering-place, 
was situated about sixteen miles south-east of Li^ge. Other portions, 
consisting of a left femur, the two tibiae, one with the head of the 
fibula attached, and a fragment of a humerus, reached Oscott College, 
Staffordshire, in 1837, after many changes of location; and in 1841, 
at the opening of the new Cathedral of St. Chad in Birmingham, they 
were transferred to that church, where they still remain enclosed in a 
rich reliquary over the high altar. Immediately over the central door 
of the west front of Lichfield Cathedral is a stone figure of St. Chad, in 
whose honour thirty-one churches were dedicated. Above the north 
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door of the cathedral on the right is a figure of St. Mary and Child, and 
on the left a figure of St. Chad. I haye described St. Chad’s Well, 

London, under “ Spas,” because it achieved its greatest reputation as a 

<< ___ »» 
spa. 

(2) Clerkenwell was rich in springs. The parish took its name from 
the Clerks’ Well, near Clerkenwell Church and the nunnery of St. Maiy, 
first mentioned by Fitzstephen in 1180. The well itself owed its 
appellation to the fact that the “ parish clerks ” of London (the acolytes 
of the Eoman Catholic priests) used to assemble there yearly to give 
dramatic representations from the Holy Scriptures — the so-called 
“Mysteries” or “Miracle Plays.”' In 1673 it was gifted by the Earl 
of Northampton for the use of the poor of St. James’s parish. In 1800 
its site was marked by a pump at the south-east corner of Bay Street, 
Farringdon Boad, E.C., with a tablet bearing an inscription ; but newer 
houses now occupy the spot and no pump or well is to be seen. In 
1897 it existed, covered by a brick arch, under the floor of No. 18, 
Farringdon Boad. 

(3) The Skinner’s Well existed near Clerk’s Well in Stow’s 
time, and may be considered to have been a holy well because 
“ Mystery Plays ” were performed yearly around it by the Skinners 
of London. 

(4) Sadler’s Well (described under “ Spas ”) has some claim to have 
been a holy well in early days. 

(5) St. Clement’s Well, Strand, was situated 200 ft. north of St. 
Clement Dane’s Church, and was mentioned as early as 1180 by 
Fitzstephen; later it acquired the name of the “ Holy Well,” from 
which the old Holywell Street, Strand, demolished in 1901, took its 
name. It is possible that St. Clement’s and the “ Holy Well ” were 
two distinct wells. The water was probably not medicinal, but was 
clear and pure, and the well, in later years covered by a pump, was a 
favourite resort for Londoners during many centuries. The Ascension 
of our Saviour was commemorated here on Holy Thursdays, when 
newly baptized converts appeared, clad in white robes. Here, also, was 
a halting place of the pilgrims on the way to Canterbury, who used to 
encamp near the well to refresh themselves and their horses. The 
exact spot of the well is not known, although there is reason to 
believe that it is covered by the Law Courts, built between 1874 and 
1882. 

(6) St. Bride’s or St. Bridget’s Well was situated near the old 
palace of Bridewell, a residence of the English kings from the time of 
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Henry III to Henry VIII. The palace was burnt down in the Great 
Fire of London. The spring had a sweet flavour, and was exhausted 
at the coronation of King George IV, in 1821, by crowds of thirsty 
loyal subjects. A pump in a niche in the eastern wall of the church¬ 
yard adjoining Bride Lane is said to mark the spot where the well 
existed. 

(7) Monk Well, commemorated by the present Monkwell Street, 
F.C., was so named from the fact that a monk lived in a hermitage 
in the vicinity, whose duty was to pray for the soul of Aymer, Earl 
of Pembroke, in lieu of rent for land held there in 1347 by a 
Leicestershire Abbey. 

(8) Well Street, E.C., quite near Monkwell Street, takes its name 
from a St. Giles’s Well, which existed in early days near Monk 
Well. 

(9) The Church of St. Olave in the Old Jewry, now demolished, 
was originally called St. Olave Upwell, from a well with a pump 
attached. 

(10) St. Mary Woobwth Church, rebuilt in 1719 at the junction 
of Lombard Street with King William Street, E.C., had a spring in 
its precincts. 

(11) There was another St. Chad’s Well at Shadwell or Chadwelle, 
near Wapping, from which that locality is supposed to derive its name, 
although this is disputed by some writers. The spring is said to 
be buried under a pillar in the churchyard of St. Paul’s Church, 
Shadwell. 

(12) St. Agnes-le-Clair Well, near Old Street, E.C., I have 
described under “ Olden Baths,” for it supplied St. Agnes-le-Clair 
Hath. The waters of the well were deemed useful for skin and eye 
troubles. 

(13) From the twelfth to the sixteenth century miraculous 
properties were attributed to the Holy Well in Shoreditch, which 
was choked up in the middle of the eighteenth century; Holywell 
Street, E.C., is named from it. An abbey of Benedictine nuns was 
built near it in the twelfth century, of which relics remained until 
the middle of the eighteenth century. In 1904 the well was said to 
be concealed in a marble mason’s yard in Bateman’s Bow. 

(14) Hackney possessed Ghurchfield Well, from which thf present 
Well Street takes its name, and has claims to be considered one of the 
old holy wells on account of its contiguity to the old Palace of the 
Priors of St. John of Jerusalem, which formerly existed quite near. 
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(15) Tottenham possessed several holy wells. St. Eloy’s or 
St. Loy's was named after St. Eligius, a French saint, the patron 
saint of blacksmiths and farriers. The Eev. William Bedwell described 
it in 1631 as situated near a chapel dedicated to St. Eloy. Later it 
enjoyed esteem for medicinal virtues, and a Dr. Robinson, in 1840, 
considered its properties similar to those of the Cheltenham waters. 
St. Eloy Road probably covers the old well. 

(16) The Bishop's Well at Tottenham existed in a field near 
Bedwell’s Vicarage, was said to be specially useful for eye diseases, 
to achieve other wonderful cures, and never to freeze. It supplied the 
Mosel stream referred to under Muswell Hill. It was destroyed by 
artifical drainage. 

(17) St. Dunstan’s Well, in Tottenham Wood, was known in the 
fifteenth century, but was not in use at the end of the seventeenth 
century. This well is considered by some writers to be one of those 
from which Muswell takes its name, for Tottenham Wood now forms 
part of the Alexandra Palace Grounds at Muswell Hill. 

(18) The well from which Mus-well or Moss-well Hill is named was 
certainly one of the old holy wells, for a chapel dedicated to Our Lady 
of Muswell existed there in early days, and the well was a great resort 
of pilgrims attracted thither by the story that a certain King of Scots 
(name unknown) had been cured of some chronic disease by the 
waters. The holy well was on the southern side of the hill near the 
top: there was another well very near, and the overflowings of the two 
formed a rivulet, named after them “ Mosel,” which entered the River 
Lea. The pilgrimages to the spring in Queen Mary’s days were 
censured by the Vicar of Croydon as being irreligious instead of holy, 
on account of the evil conduct of the pilgrims. In the reign of 
Elizabeth the reputation of the waters vanished, and there is no 
evidence that they had any medicinal virtues. Up till recent times 
they were used by the inhabitants as drinking water. In later years 
a pump was placed over the spring, but the waters now flow into 
drains. A chapel for nuns and a dairy farm existed in the vicinity of 
the well, which, with the property surrounding it, belonged to the 
Knights of St. John of Jerusalem, the land having been conferred upon 
them by Bishop Beauvais in 1112. 

(19) St. Agnes's Well, Hyde Park, possibly one of the holy wells, 
existed as late as 1804, near the head of the Serpentine on its east 
bank, in a part of Hyde Park formerly known as Buckden Hill. There 
were two springs: one was used for bathing the eyes, and for the 
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immersion of children, and is mentioned by Dr. Clippingdale in his 
paper on West London rivers as the “ Dipping Well ”; the water of 
the other, said to be medicinally potent, was sold in glasses by an 
attendant to visitors, amongst whom were many children of the richer 
classes, sent by their parents. The water was also. taken away in 
jags or bottles for consumption at home. It was probably a mild 
ferruginous spring. 


(II) Springs and Wells op Minor Importance. 

The following springs and wells, of which there is record, cannot 
be said to have any claim fo be considered holy wells. Some of them 
existed in very early days and have been choked up for centuries, having 
been used for ordinary drinking purposes before other sources were 
provided. Several possessed slight medicinal properties but did not 
become known as “ spas.” The names of some have been preserved 
in the localities where they existed. A few still remain to this day. 


Those North of the Thames. 

(1) ’Tod's Well, a corruption of Gode Well (Good Well), situated 
in the Clerkenwell neighbourhood, gave its name to Goswell Street, 
E.C. 

Smithfield and its vicinity possessed numerous wells; amongst 
them were:— 

(2) Fagge's Well. 

(3) Bad’s Well (Red Well, Rede Well or Rode Well); and 

(4) Loder’s Well. 

These, in addition to Tod’s Well, helped to feed the River Fleet, 
which in the neighbourhood of Smithfield was known as the “ River 
of Wells.” In Stow’s time (1525 to 1605) these four wells were 
already getting blocked up. 

(5) Crowder’s Well, described in 1661 as having a taste like that 
of new milk, and being ” very good for sore eyes,” was situated at the 
back of St. Giles Church, Cripplegate. 

(6) Aldewyche Spring existed at the north end of Drury Lane, as 
the village fountain, covered over and decorated by a cross. 

(7) Peerless Pond, Baldwin Street, E.C., is described under ” Olden 
Baths.” 
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(8) Postern Bow, near the Tower, indicates the spot where a famous 
spring, the Postern Spring, the water of which was possiblj^ mildly 
chalybeate, used to exist. 

(9) Aldgate Well, E., Well Street, and Wellclose Square, E., took 
their names from a well in the vicinity. 

(10) Ehodes Well Boad, Stepney, E., marks the site of a spring and 
pond, originally Rogue’s Well, which was drained by the Begent’s Canal 
early in the eighteenth century. 

Two wells at Hackney, beside the holy well previously mentioned, 
were:— 

(11) Pyke Well, and 

(12) Shackleicell, which gave its name to Shacklewell Lane and 
Bow, E. 

(13) Canonbury Springs were said to have medicinal properties, and 
it is related that their virtues influenced people to reside in the locality, 
amongst them being Bichard de Cloudesley, whose name is attached to 
a square and streets near by. From one of these springs the water was 
in early days conveyed to St. Bartholomew’s Hospital in pipes. 

(14) Highgate, N., possessed a spring of very mild chalybeate water, 
situated in Southwood Lane. It was formerly used for bathing eyes, 
and was sold in London as “ Highgate eye water.” 

(15) Hampstead, IV.IE.— The Old Shepherd’s Well, covered, by an 
arch of masonry, and marked now by a drinking fountain, can be seen 
half-way up Fitzjohn’s Avenue on the right-hand side. From it water 
was supplied by water-carriers to the villagers of Hampstead until the 
early part of the eighteenth century. 

(16) Bayswater {Baynard’s Water) had plenty of springs in early 
days. 

(17) A well still exists in Kensington Gardens near the lower end 
of the Broad Walk, glorified by the name of St. Govor’s Well, where, as 
late as 1804, an old woman used to dispense the waters to visitors, 
on payment of a small fee. It has no claim to be considered a holy 
well, having been named about 1850 in honour of the first Lord 
Llanover, after a saint who founded a church at Llanover, near Aber¬ 
gavenny. 

(18) Earl’s Court, Kensington, in 1820, still boasted a medicinal 
spring called Billing's Well. 
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Those South of the Thames. 

(19) Vauxhall Well, S.TF., used for eye troubles, formerly existed 
on the right-hand side of the Wandsworth Boad leading from Vauxhall 
Turnpike to Wandsworth. It was still there in the early part of the 
eighteenth century, and it is said that the water was never known to 
freeze. 

(20) Stockwell, S.TF.—Two wells formerly existed at Stockwell, the 
derivation apparently being from Anglo-Saxon, Stoc, a wood, and Well. 
One of these was near the present Edithna Street, and the other on 
Stockwell Green. 

(21) Gambericell, S.E., appears in the Domesday Book as 
“ Ca’brewelle,” but there is no definite record of the well which gave 
its name to the parish. One author maintained that the spring in Dr. 
Ijettsom’s Villa at Grove Hill was the original well of Camberwell. 

(22) Three other old wells existed in the vicinity, and Milkwell 
Manor took its name from a well in the neighbourhood. 

(23) Ladywell, S.E., situated between Brockley and Lewisham, 
possessed two springs, one of which was medicinal. The latter, a 
chalybeate water, probably is the one which was called the Lady Well, 
from which the suburb was named in the latter part of the eighteenth 
century, although records have been found of the existence of the other 
spring in the reign of Edward III. The mineral well for several years 
-was enclosed by rails, and had a reputation as a general tonic water and 
for the cure of “ sore eyes.” It was situated on the south side of 
IBrockley Lane, and disappeared after the making of a drain about 
1865. 

(24) At East Sheen, on Palewell Common, exists a well. The 
water is a mild chalybeate, and at one time was much used by the 
inhabitants for eye troubles and bathing the legs. 

The names of various streets and places in London suggest that 
they may have been named after certain springs or wells which formerly 
existed in the vicinity. Some of these I have mentioned when describ¬ 
ing the spas and wells, and have included them again in the following 
list:— 


Bayswater Eoad, W. 

Fountain Dock, Bermondsey, S.E. 
Fountain Street, Lambeth, S.E. 
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Spring Gardens, Charing Cross, S.W. 
Spring Gardens, Stepney, E. 

Spring Place, Carlton Eoad, N.W. 

Spring Place, Wandsworth Road, S.W. 
Spring Grove, Lambeth, S.E. 

Spring Street, Paddington, W. 

Spring Street, Farringdon Eoad, W.C. 
Springdale Road, Clissold Park, N. 
Springfield Road, St. John’s Wood, N.W. 
Springfield Park, Hackney, E. 

Springfield Lane, Hackney, E. 

Well Street, Jewin Street, Aldersgate, E.C. 
Well Street, Finsbury Square, E.C. 

Well Street, Hackney, E. 

Well Walk, Hampstead, N.W. 

Wells Road, Primrose Hill, N.W. 

Wells Street, Oxford Street, W. 

Wells Street, Gray’s Inn Road, W\C. 

Wells Street, London Docks, E. 

Wells Street, Camberwell, S.E. 

Wells Place, Camberwell, S.E. 

Wellclose Square, Aldgate, E. 


(Ill) Olden Baths of London. 

The most interesting amongst the Olden Baths of London which 
have enjoyed a reputation for health-restoring properties is the Old 
Boman Spring Bath, because this bath .still remains as one of the few 
relics of Roman London. It was probably built about two thousand 
years ago, in the time of Titus or Vespasian. It may still be seen at 
No. 5, Strand Lane (near King’s College), on Saturday mominga 
between 11 and 12 o’clock. It is supplied with clear water coming 
from springs at Hampstead, and was considered to be the overflow 
from St. Clement’s Holy Well in the vicinity. The bath, rounded 
at one end and square at the other, is in the centre of a fair¬ 
sized vaulted chamber, solidly built, and lit by a little semicircular 
window ; it is formed of thin tile-like bricks, layers of cement, and 
rubble-stones, all corresponding with the materials of the Roman wall 
of London, and now patched together with modern concrete. The 
w^alls of the chamber have recently been strengthened with modern 
tiles. The marble stones forming the floor of the bath were in 189& 
fitted from the adjoining bath built by Lord Essex. On one side of 
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the bath are a few stairs or tiers. Its length is 13 ft., breadth 6 ft., 
and depth 4 ft. 6 in. It is said that the volume of water pours up at 
the rate of some 10 tons a minute. The bath is now the property of 
Mr. Glave, of Oxford Street, whose father kept it for his private use, 
and lived to be 90 years of age. On the wall at the entrance to the 
bath is the following notice painted on a board :— 

Old Eoman Plunge Bath. 

Open to Bathers all the year round. 

This Bath has a continual flow of spring water 
(10 tons daily). 

Annual tickets only issued,—Two guineas. 

Apply 80, New Oxford Street, W. 

Charles Dickens refers to this bath in “ David Copperfield.” 

Adjoining the Roman bath and deriving its water supply from it 
was another bath of hectagonal shape, The Templar's Bath, used for 
three centuries by residents in the Temple, and closed in 1893. It 
was built in 1688 by the Earl of Essex, whose house was near. The 
site is now covered by the larder of the Norfolk Hotel, erected in 
1880. 

St. Agnes-le-Clair Bath, Tabernacle Square, Finsbury, E.C., near 
the present St. Luke’s Hospital, Old Street, is considered to have been 
first used in 1502, being supplied by the St. Agnes-le-Clair Spring 
(one of the holy wells of London), although a Roman origin was at one 
time claimed for it; for in the eighteenth century many ancient copper 
coins, Roman relics, and other antiquities were discovered in the bath. 
An advertisement in 1756 speaks of the bath as being “ much applauded 
by the learned physicians of old, and now greatly extolled by the most 
eminent professors of this age.” In 1834 an inscription over the 
windows was as follows: “ St. Agnes-le-Clair Mineral Baths.” The 
spring flowed constantly at the rate of 10,000 gallons every twenty-four 
hours, and remained at the same temperature at all seasons of the 
year. The baths were considered to be of efficacy in “ rheumatic and 
nervous cases and headache.” In 1845 the Bath House was damaged 
by fire, and the bath came into disuse. St. Agnes Terrace, between 
the City Road and Hoxton, now indicates the spot where it formerly 
existed. 

The Peerless Pool, Baldwin Street, City Road, behind St. Luke’s 
Hospital, was referred to by Stow as “ one other clear water, called 
Perilous Pond, because divers youths by swimming therein have been 
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drowned.” It was enclosed in 1743 and used as a bathing place. In 
1790 a library, a bowling green and other amusements were pro¬ 
vided for the bathers. Peerless Pond was used as a bath until about 
1850, when it was built over and its name is commemorated by 
Peerless Street and Bath Street, to the north and west of St. Luke’s 
Hospital. 

The Cold Bath, Clerkenwell, situated near the River Fleet, or as it 
was then called, Turnmill Brook, not far from the Clerks’ Wells, was 
a cold spring which in 1697 was converted into a bath by the owner of 
the surrounding property, Walter Baynes, and was described as “ the 
most noted and first about London.” The charge for bathing was two 
shillings, or half-a-crown if use were made of the chair, suspended 
from the ceiling, for lowering the patient into the water. The water 
was chalybeate and was considered efficacious in the cure of “ scorbutic 
complaints, rheumatism, chronic disorders, &c.” The bath was at the 
height of its reputation in 1700. The Bath House occupied an area of 
103 ft. by 60 ft. In 1815 most of the exterior of the Bath House was 
removed, and I believe there is now no trace of its existence. The 
neighbourhood was formerly known as Coldbath Fields. 

The Duke's Bath or Bagnio, minutely described by Samuel Haworth 
in 1683 as “ erected near the west end of Long Acre, in that spot of 
ground called Salisbury Stables,” was a stately oval edifice, paved with 
marble, and within the wall were ten seats, such as were formerly in 
the baths at Bath. There were fourteen niches in the wall, supplying 
hot and cold water over fonts. As far as one can determine no special 
virtues were attributed to the water itself, which was probably supplied 
from ordinary sources, but it was used as a place where various medi¬ 
cated baths could be administered. There is a record that there was on 
the lower storey a room for a laboratory in which were “ chemic furnaces, 
glasses and other instruments necessary for making the bath waters.” 
Adjoining the Bagnio there were four little round rooms of varying 
degrees of temperature. When the Duke of York came to the throne 
the name was changed to the “ King’s Bagnio,” in 1686. 

Queen Anne’s Bath was at the back of the present No. 25, Endell 
Street, Long Acre, now used as an iron-worker’s shop. The waters 
were supplied from a copious spring containing iron, and were used 
for rheumatism and other disorders. It is said that Queen Anne used 
to bathe there. The walls were inlaid with white and blue Dutch 
tiles, of the sixteenth century; it had a lofty groined roof. The bath- 
chamber is now used as a lumber-room next to a forge which occupies 
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the basement of the premises (November, 1914). The tiles have now 
been removed and the spring ha>s disappeared. It is supposed that 
this bath may have been run in connexion with the King’s Bath, above 
mentioned. A sketch of it was printed in the Builder, October 12, 
1861. 

The Bagnio, in Bagnio Court (altered to Bath Street in 1843), 
Newgate Street, was built by Turkish merchants, and first opened in 
December, 1679, for sweating, hot bathing, and cupping. The cupola 
roof, and walls set with Dutch tiles, were described by Hatton in 1708. 
It was subsequently used as a cold bath. 

The Hummums Hotel, in Covent Garden, was formerly the site of 
a “ bagnio or place for sweating” (Arabic, hummum, a warm bath), 
the precursor of the ordinary Turkish baths. 

Queen Elizabeth's Bath formerly^ stood near the site of the King’s 
Mews at Charing Cross, and was demolished in 1831. It was con¬ 
sidered to be of fifteenth century architecture, and was a small square 
building constructed of fine red brick. It had a groined roof of very 
neat workmanship, formed by angular ribs springing from corbels. 
I can find no record of the use of waters therein. 

At Netc End, Hampstead, a bath house existed in the early days of 
the Hampstead Spa. 

The Floating Baths, on the Thames, usually anchored off Somerset 
House Gardens, existed in the time of William III and Mary, 1689- 
1702, and were once visited by the Queen. They became the resort of 
a low class of society and were allowed to decay. 

The Turkish Bath, which closely resembles the bath of the old 
Romans, was introduced into England and Ireland in 1860, when hand¬ 
some baths were erected in Victoria Street, Westminster; they were 
afterwards demolished. The best bath of this class in London used 
to be the Hammam, opened in 1862 in Jermyn Street, St. James’s, ?md 
still exists. It is no doubt known to many of the members of this 
Section. 

Since those days many other baths of therapeutical value have been 
established in London; it is not within the scope of this paper to 
mention them. 

Baths and Wash-homes. —One may add that baths and wash-houses 
for the working classes originated in 1844, with “ an Association for 
promoting cleanliness among the poor.” A bath-house and a laundry 
were fitted up in Glasshouse Yard, East Bmithfield. The Association 
also gave whitewash, and lent pails and brushes to those willing to 
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cleanse their own dwellings. This successful experiment led to the 
passing of an Act of Parliament “ to encourage the establishment of 
baths and wash-houses,” of which there are so many at the present 
day. 


(IV) Old London Spas. 

I may be allowed to remind you that the word ” spa,” derived from a 
Walloon word, espa, meaning “ fountain,” takes its origin from the town 
of Spa, lying about sixteen miles south-west of Li4ge, very near the 
German frontier, in that little country of brave and long-suffering people 
to whom we owe such an enormous debt of gratitude at the present time. 
Its chalybeate springs were beneficial to an ironmaster of Li^ge, Collin 
le Loup, who purchased lands in 1326 around the springs and founded 
the town of Spa. 

The term ” spa ” has acquired the meaning not only of a locality 
frequented on account of its mineral springs, but also of a mineral spring 
itself. In the latter part of the seventeenth, in the eighteenth, and in 
one or two instances in the first half of the nineteenth century, it was 
discovered that a number of springs and wells in and around London 
possessed medicinal properties in varying degree, containing mostly iron, 
or magnesium sulphate, or sodium sulphate. Some of these springs were 
exploited by the proprietors, and “ well-houses,” pump-rooms, and 
assembly-rooms were provided, as well as gardens for promenading and 
taking exercise after drinking the waters. Refreshments and various 
amusements likely to interest visitors could be enjoyed, and time was 
made to pass pleasantly in order to encourage a cheerful mental attitude 
before and after the imbibition of the waters. In fact, just as at all spas 
of repute, both centuries ago and at the present day, all legitimate 
amusements were and are rightly encouraged by spa physicians and by 
the town authorities, so in old London, the amusements peculiar to the 
generations when the so-called London spas or “ spaws ” were in vogue, 
were considered to be advantageous to seekers after health at the 
springs. 

Some of these springs were frequently spoken of as ‘‘ spas ” or 
” spaws” (according to the spelling in Johnson’s Dictionary), the name 
of the locality or some other distinctive appellation being used as 
a prefix ; whereas many others, although they enjoyed just as much 
repute and became “ fashionable,” were simply called “ springs ” or 
‘‘wells” with the name of the locality attached, but might be con¬ 
sidered as “spas” with the fuller meaning of that term. 
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No doubt there.were amongst the old London spas a fair number 
.which I will designate “ spurious spas,” where the discovery of a spring 
of a slightly ferruginous water, for instance, was made the excuse for 
providing opportunities for people to assemble, and indulge in all kinds 
of unnecessary gaieties and dissipation, under the pretence of seeking 
to repair their shattered constitutions by going to “ drink the waters.” 

Such spurious spas were little better than the ” Tea Gardens,” 
the favourite resorts of the middle classes in the eighteenth century, 
which, in several cases, were the successors of the promenade at the 
older London genuine spas. Some tea gardens did possess either an 
old mineral spring or boasted the added cachet of a newly discovered 
mineral spring, or spring of pure water, not frequently tasted. At these 
tea gardens, concert rooms, grottoes, fountains, dancing saloons, and 
refreshment rooms existed. On the other hand, there is not the least 
doubt that several of these old London spas, especially most of those 
where the water contained magnesium sulphate, or sodium sulphate, 
were of extreme value to some of their frequenters, and rightly deserved 
the reputation for medicinal virtue which they for a time acquired. 
For magnesium sulphate is one of the most useful drugs in the hands 
of the profession for various ailments which tend to depress and make 
wretched mankind, and it is quite probable that a course of the salt 
taken in the water of a spring may produce ultimate effects more far- 
reaching than one can appreciate. It is well to note that a solution of 
the artificial sulphates of similar strength to the natural waters does 
not purge to the same degree, so that evidently other agents must be 
accounted for. In the natural waters, the other salts, the gases, and 
the nascent state of the constituents also conduce to their greater 
activity; when natural waters are stored in bottles they lose a certain 
part of their strength, but remain more powerful than a like solution 
of artificial salts. 

Magnesium sulphate was such a frequent constituent of the waters 
of the old London spas that I venture to give the following short 
account of that salt and of sodium sulphate (from a paper by Dr. Gordon 
Sharp, in the Pharmaceutical Journal, January, 1911): — 

“ Magnesium sulphate, formerly known as Epsom salt, English salt, cath¬ 
artic salt, vitriolated magnesia, physical salt, and bitter purging salt, was first 
obtained from the Epsom spring; hence the name by which it is commonly 
called. The nature of the chief constituent of the springs (magnesium sulphate) 
was discovered in. 1695 by Dr. Nehemiah Grew, Fellow of the College of 
Physicians and of the Royal Society, who published the first account of the 
D —2 
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springs, their constituents and properties, in Latin, undep the title ‘ Tractatus 
de Salis,’ &c. 

“ In 1697 an authentic English version, ‘ Treatise of the Nature and Use 
of the Bitter Purging Salt, Easily Known from all Counterfeits by its Bitter 
Taste,’ was published. 

“ Grew found 2 dr. of impure magnesium sulphate on evaporating a gallon 
of Epsom water, and for some time the Epsom springs were tlie only sources 
of Epsom salts, which were sold at one shilling an ounce. 

“ But very soon the salt was artificially prepared in unlimited quantities 
(l) from dolomite (magnesian limestone), (2) from sea water, and (3) later 
from other sources. 

“ It was not until 1823 tliat Epsom salts were largely employed by 
medical practitioners, and the salt did not find a place in the London Phai’ma- 
copoeia until 1851. 

“ Epsom salt is more eflScacious than Glauber salt, and has a more bitter 
flavour. Rochelle salt is not so reliable as the other two. 

“ Sodnim sulphate (Glauber salt), sal catharticum Glauberi, or sal mirabile 
Glauberi, was discovered by Johann Rudolph Glauber in 1658 while distilling 
hydrochloric acid. It became a cathartic of the highest utility, and held its 
place until about 1823, when it was ousted by Epsom salt.” 

The strength of the London aperient waters was not great, and it 
was necessary to take most of them in such large quantities, in order to 
produce decided action, that the treatment must have been somewhat 
irksome, and may account partly for the comparatively short period 
of years during which they were held in esteem. On the other hand, 
the utility of dilution as an aid to the purgative action of Epsom salt is 
exemplified in the case of a farm servant, who, we read, was allowed an 
extra pint of small beer to “ work off” the dose he had taken. But 
fashion was the great arbiter in deciding the length of life of the 
London spas, and it appears that the success of some of the earlier ones 
provoked that remarkable competition amongst them, which appears so 
extraordinary when one considers the small area of their prevalence. 
Other factors also came into operation in cutting short their career, one 
being the rapid increase in the population, necessitating the construction 
of buildings in their vicinity, which destroyed the rural aspect of their 
surroundings, thus removing one attribute so necessary for successful 
spas—viz., a pure and wholesome atmosphere—and also caused the 
demolition or contamination of some of the springs. 

In some cases the abuse of amusements, the introduction of rowdyism 
and debauchery, and the degeneration of some of the more central spas 
into haunts of bad characters, led, in a few instances, to the closure of 
certain of the resorts by the town authorities. 
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Other spas, distinctly more valuable, both in this country and in 
foreign countries, came under notice, secured the approval of the- 
medical profession, and attracted the public ; so that by the end of the 
eighteenth century the prosperous and palmy days of the majority of the 
spas of London and its environs were over, and, in most instances, only 
a trace remained of those formerly situated in the central regions of the 
town. 

When considering the ingredients of the waters of the old London 
spas it is necessary to remember the fact that a correct method of 
analysis of mineral waters was not established until about 1825, and 
this explains why the exact composition of most of the waters I refer to 
remained unknown. Physicians from the sixteenth century until the 
commencement of the nineteenth century had very imperfect methods 
of determining the active constituents of mineral waters, and it was not 
until the researches of Berzelius and Struve were completed that a 
satisfactory system of analysis .was established. 


Spas North of the Thames. 

I have collected particulars of spas and spurious spas on the north 
of the Thames to the number of twenty, although some of them were 
of small importance, and four at least—namely, Barnet Wells, Northaw 
Spring, Chigwell Spring, and Woodford Wells—might, in the days- 
when they existed, be considered strictly as country spas. 

I will first call your attention to a little group of spas and spurious 
spas, to the number of eight, which existed in a small area, not one of 
them being more than a mile distant from the present King’s Cross. 
These are: (1) St. Chad’s Well; (2) Pancras Well; (3) Bagnigge Wells;; 
(4) Powis Spring (Great Ormond Street); (5) Islington Spa; (6) Sadler’s 
Wells; (7) London Spaw; (8) New Wells (Clerkenwell). 

The first London spa I mention is St. Chad’s Well, firstly because 
of its association with the name of St. Chad, the patron saint of 
medicinal springs and wells (see “ Holy Wells ”); secondly, because it 
was one of the few holy wells which certainly contained medicinal 
properties and became popular as a spa with the full meaning of that 
term, after amusements had been provided. 

(1) St. Chad's Well, in London, was situated opposite the spot 
formerly known as Battle Bridge, near the present King’s Cross (where 
the fatal rout of the Britons under Boadicea terminated), its site being 
now represented by St. Chad’s Place, a narrow passage beside the King’s 
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Cross Metropolitan Bailway, next to Willing and Co.’s, 364, Gray’s Inn 
Boad, W.C. There is apparently no record of the exact date of the 
discovery of this well, although its association with the name of 
St. Chad and the tradition that its waters resembled those of St. Chad’s 
Well at Lichfield, make it probable that it was used for many centuries 
before it became popular about the middle -of the eighteenth century 
as a purging spring. From then until the beginning of the nineteenth 
century, a period of about sixty years, it attracted a large number of 
visitors, amongst others being John Abernethy, the famous but uncouth 
and irascible surgeon, whose rudeness to patients induced them to 
believe in his skiU. Pleasant gardens surrounded it, and amusements 
were provided. After 1800 it declined in public favour. In the year’ 
1825 a notice on a board under the gates proclaimed the legend “ Health 
preserved and restored,” and an ancient, dilapidated female, known as 
■“ The Lady of the Well,” used to invite passers-by to enter and “ be 
made whole.” In the pump-room was a portrait in oil of a stout 
personage with a ruddy countenance, wearing a cloak and red nightcap, 
representing St. Chad. About the year 1830 a circus was erected in 
the gardens, and a hew pump-room, but the attendance fell off, and 
about 1860 the pump-room was demolished to make way for the new 
Metropolitan Bailway. The popularity of St. Chad’s Well endured 
longer than most of the other mineral springs in the neighbourhood, 
and, in contradistinction to some of the other spas, always remained 
respectable as befitting its holy origin. The water contained sodium 
And magnesium sulphates, and a little iron; it was made hot in a large 
cauldron and drawn off into glasses; a pint was considered to be an 
“ actively purgative, mildly tonic, and powerfully diuretic ” dose. It 
had a repute for “ liver disorders, dropsy, and scrofula.” 

(2) Pancras or Pancridge Wells flourished for a period of about one 
hundred years from 1697, with intervals of comparative disuse, and were 
surrounded by a beautiful garden near the Old Church of St. Pancras, 
on the site now occupied by the Midland Bailway at St. Pancras railway 
terminus. The buildings in connexion with it comprised a house of 
■entertainment, a long room, and two pump-rooms. The waters from 
different springs were purgative and chalybeate, and the first proprietor 
stated that from long experience he could vouch for the fact that the 
waters were “ a powerful antidote against rising of the vapours, also 
against stone and gravel, and a general sovereign help to Nature.” For 
“ obstinate cases of scurvy, king’s evil, leprosy, and all other skin 
diseases,” they were extolled. Threepence was the charge for a dose, and 
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half a guinea was the subscription for daily draughts throughout the 
season. The water was also sold in bottles, at “six shillings a dozen, 
bottles and all.” At one time, when the company was fashionable, 
“neat wines, curious punch, Dorchester, Marlborough and Eingwood 
beers ” were provided for those who preferred to quaff them, as well as 
syllabubs. 

(3) The Bagnigge Wells were situated in Bagnigge Wells Boad, near 
the Fleet Eiver (now King’s Cross Boad), near Bagnigge House, con¬ 
sidered to be one of the country houses of Nell Gwynne. There is no 
record of any medicinal use of the waters until 1760. Two wells behind 
the house in 1767 were tested, and one found to be chalybeate and the 
other a strong purgative water. Pumps were erected in a pavilion, 
gardens were laid out, tea-drinking arbours and seats provided by the 
side of the Fleet Biver, which ran through the grounds, and for about 
fifty years the place became popular amongst all classes of society, 
although Colman, in a prologue to Garrick’s “ Bon Ton ” (1775), has 
a sneering allusion to it in the following;— 

“ Bon Ton’s the space ’twixt Saturday and Monday, 

And riding in a one-horse chair on Sunday: 

’Tis drinking tea on summer afternoons 
At Bagnigge Wells with china and gilt spoons.” 

The charge for drinking the waters was threepence for each person. 
After various vicissitudes the wells gradually were monopolised by the 
lower grades of society, for whose delectation threepenny concerts were 
instituted, and who enjoyed their pipes and beer in the bowers and 
played bowls or ninepins, whilst their wives and children regaled them¬ 
selves on muffins and tea, or syllabub and cakes. In 1844 the gardens 
were closed. In 1858 the spring still existed in the garden of No. 3, 
Spring Place, now known as S,t. Helena Street. “Ye Olde Bagnigge 
Wells” public-house in King’s Cross Boad, and Wells Street, near 
Mecklenburgh Square, serve to remind us of this old London spa. 

(4) Powis Well, near the Foundling Hospital, close to the north¬ 
west end of Great Ormond Street, was a mineral spring with water of 
a “ diuritic and gently purging quality, good for the cure of sore legs, 
inflammation of the eyes, giddiness and obstinate headaches, as also in 
rheumatic and paralytic cases,” and was used internally and externally. 
It had some repute after the early twenties of the eighteenth century, 
for a period of forty or fifty years, and the waters were also sold in 
bottles. There was a pump-house, with a long room for music and 
dancing, but the spa never attained great fame or popularity. 
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(5) Islington Spa occupied part of the site of two of the present 
small public gardens, opened in 1895, known as Spa Green, Islington. 
At the back of 6, Lloyd’s Bow, Eosebery Avenue, W.C., a small room 
with grotto-work exists, under the floor of which the well remains, 
blocked up, and under the coping of the proprietor’s house at the 
front is (November 22, 1914) the inscription, “ Islington Spa, or 
New Tunbridge Wells.” The latter appellation indicates the fact 
that the waters of the springs, which were first brought to public 
notice about 1683 as Islington Wells, were mildly chalybeate. Evelyn, 
in 1686, wrote: “I went to see Midleton’s receptacle of water at the 
New Biver, and the new spa wells near.” 

The gardens were finer than those of Sadler’s Wells on the opposite 
side of the New Biver, and the entertainment rooms included a dancing 
room, card room, and rafSing room. Threepence was the fee for drink¬ 
ing the water, and for eighteen pence a guest could drink the waters, 
take breakfast, and dance from eleven to three. In 1691 a satire, 
entitled “ Islington Wells, or the Threepenny Academy,” indicates that 
the wells provided an excuse for people to meet for promenading and 
gossiping, as shown by the following extract:— 

“ Of either sex whole droves together, 

To see and to be seen flocked thither, 

To drink—and not to drink the water, 

And here promiscuously to chatter.” 

Ten years later (1701) the better-class visitors ceased attending. In 
1719 M. Misson, a Frenchman, pourtrayed Islington as “ a large village, 
half a league, from London, where you drink waters that do you neither 
good nor harm provided you don’t take too much of them. There is 
gaming, walking, dancing, and a man may spend an hour there agree¬ 
ably enough.” But in 1733 a resuscitation was engineered, and, during 
the spring months the Princesses Amelia and Caroline, daughters of 
George II, attended regularly to imbibe the waters—a fact which was 
sufficient to account for the presence of sixteen hundred people in one 
morning. Beau Nash was also a visitor. A contemporary writer says: 
“ These waters are rising in fame, and already pretend to vie with 
Tunbridge. If they are so good, it will be very convenient to all 
Londoners to have a remedy so near at hand.” The water was often 
administered diluted with ordinary water, as in full strength it was 
stated by Lady Wortley Montagu to induce vertigo and somnolence. 
That lady satisfactorily proclaimed the virtues of the waters to the 
public, and considered she had made them popular. 
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In the “ Humours of Tunbridge Wells,” 1734, a writer indicates that 
the company was very mixed :— 

“ Light-fingered knaves, who pockets drill, 

Wits, captains, politicians, trulls. 

Sots, devotees, pimps, poets, gulls.” 

In 1754 the name “ Islington Spa ” was adopted. From 1750 to 
1770 lodgings were provided for visitors to reside near the wells. This 
fact shows that Islington Spa had a distinct vogue, which made it a 
genuine competitor with Tunbridge Wells. After 1770 the spa declined 
in favour, and was used more as an afternoon tea garden, amusements 
being still provided; the gardens were beautifully kept until early in 
the nineteenth century, when encroachments of builders affected the 
neighbourhood. In 1826 a new proprietor tried to run the place again 
as a spa, but as the supply of water had considerably diminished, having 
been diverted probably by building operations, it was soon discovered 
that the end was near. In 1840 some small houses, named “ Spa 
Cottages,” were erected on the site of the gardens, and after 1842 a 
Dr. Molloy lived for a few years at No. 6, Lloyd’s Eow, the house of 
the proprietor in which the well remained, and dispensed the water to 
his patients at sixpence a dose, or a guinea for the year. In 1860 
the spring had ceased to flow. 

(6) Sadler’s Wells (named from the man Sadler, who in the latter 
part of the seventeenth century established a music-house in that part 
of Clerkenwell afterwards for some time known as Sadler’s Hollow, 
bounded on one side by the New Biver Head, near the present 
Rosebery Avenue) has some claim to have been a holy well used by 
the monks of St. John’s Priory, Clerkenwell, before the Reformation. 
At any rate, Sadler, digging in his garden in 1683, came upon a flat 
stone covering a stone carved well of ancient date, which was found to 
contain a mild ferniginous water. He exploited his discovery, and soon 
the public flocked in hundreds to imbibe the water with “capillaire” 
<a syrup flavoured with orange-flower water) at sixpence the glass, or 
a guinea for a season’s potations. A Dr. Morton recommended the 
waters, having been cured of some ailment by their use. Sadler’s 
“excellent steel waters” were said “ to be.very effectual for the cure of 
all hectic and hypochondriacal heat, for beginning consumptions, for 
scurvy, diabetes, for bringing away gravel, stones in the kidney, &c.” 
Proprietors of neighbouring spas inspired publications to damn Sadler’s 
Wells, which may be considered as a spurious spa and did not long 
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retain its popularity. But the “ Musick House,” which in 1718 was 
described as a great resort of " strolling damsels, half-pay officers, 
peripatetic tradesmen, tars, butchers, and others that are musically 
inclined,” gradually developed into the famous Sadler’s Wells Theatre, 
where so many distinguished actors and actresses have appeared; 
amongst them King (the original Sir Peter Teazle in the “ School 
for Scandal ”), Samuel Phelps, and Mrs. Bateman. Here the cele¬ 
brated clown, Grimaldi, who took his farewell benefit in 1828, used 
to delight for many years the visitors, although in private life at some 
part of his career he suffered from such severe depression that he 
consulted a physician, who, not aware of his identity, advised him to 
“ go and see Grimaldi.” Of late years the theatre relapsed again into 
a cheap music-hall, known in the neighbourhood as “ Old Sads,” a 
name which seems peculiarly appropriate when contemplating its fallen 
grandeur. Becently it has been used as a cinema house, and is known 
by some of the inhabitants of the district as “ Sunny Sads.” It is said 
that springs exist under the stage. 

(7) The London Spaw, although it was dignified with the conjunc¬ 
tion of the word “ Spaw ” with “ London,” does not appear, as far as 
one can gather, to have seriously competed with the other spas for 
the better-class visitors, and may be described as a spurious spa. It 
existed from 1685 to about 1800, not far from Sadler’s Wells and 
Islington Spa, on the Ducking Pond Fields, Clerkenwell, where ducks 
were hunted by spaniels, a sport which at that period was very popular. 
Pepys alludes to the Ducking Pond in his diary. The proprietor of an 
inn called “ The Fountain,” in Ducking Pond Fields, found in his 
garden a spring, probably chalybeate, described as being an “ excellent 
tonic water,” and, having introduced the spring to the public in 1685 
“ in the presence of an eminent, knowing, and more than ordinary 
ingenious apothecary, and other sufficient men,” changed the name of 
the “ Fountain ” to the ” London Spaw,” with an ignorant, quackisb 
impudence which is amusing and staggering, and leaves one to imagine 
that the pretentious title given to his backyard spring was intended to 
impress the public with the virtues of waters which without their 
high-sounding title might not have achieved any reputation whatsoever. 
The poor did not pay for the waters, but they were charged for the 
beer and other drinks available^. The spring was apparently used as 
an attraction to induce visitors to attend the inn, and take part in 
junketings and amusements in the garden, drowning the flavour of the 
w'aters with that of the “ Spaw Ale,” brewed on the premises from the 
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spring. The so-called “ spaw ” attracted the lower class of visitors for 
more than a century. In 1733 “ Poor Robin’s Almanack ” says:— 


** Now sweethearts with their sweethearts go 
To Islington, or London Spaw; 

Some go but just to drink the water. 

Some for the ale which they like better.” 


It is reasonable to believe that the beneficial effect of the tonic water 
was counterbalanced by the feastings, just as, in the present day, some 
of the good effects of the recognised British and foreign spas frequented 
by the richer classes are annulled by the high living at the magnificent 
hotels where some of the visitors stay. In 1828 the spring had dried 
up. Two other taverns have successively been built on the site of the 
old “ Fountain ” during the course of years, the present “ London Spa ” 
public-house having been erected about twenty years ago, represented 
by Nos. 4 and 5, Rosoman Street, W.C. 

(8) The New Wells, Clerkenwell, quite near the “ London Spaw,” 
was also a spurious spa, like the one just described—that is to say, there 
did not appear to be much foundation for any belief in the properties 
of the waters, of which I can find no definite description. But the 
gardens attached were of some beauty, and contained a theatre—where 
performances of different kinds took place at five o’clock—a small 
collection of weird wild animals and reptiles, and a cave. In fact, the 
New Wells Garden was practically one of the Old London Tea Gardens, 
with the added distinction of containing a spring, considered to possess 
slight medicinal virtues. The New Wells flourished in the first half 
of the eighteenth century. In 1752 the Rev. John Wesley leased the 
theatre, and it became a Methodist Tabernacle for a few years, and was 
then demolished for the building of Rosoman’s Row houses in 1756 in 
Rosoman Street, W.C. 

I now mention two wells of slight importance, which perhaps 
scarcely deserved the title of ” spas ” :— 

(9) Sun Tavern Gap, at Shadwell, marks the spot where a spring 
was discovered in 1745, which was puffed by D. W. Linden, M.D., 
“ for scorbutic and cutaneous disorders by drinking or bathing ”; he 
said it contained ” sulphur, vitriol, steel, and antimony.” It was used 
medicinally only for a short period. 

(10) Hoxton possessed a well of pleasant aromatic flavour, described 
as a “ balsamic ” well. It was discovered late in the seventeenth century, 
in Charles Square, near Old Street, E.C., and enjoyed repute for a few 
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years. From 1 to 5 pints were recommended .by T. Byfield, M.D., in 
1687, to be imbibed daily for a fortnight or three weeks to “ set up such 
a pretty bustle or ferment in nature that maketh gay a well-temper’d 
Healthy Body.” The water probably contained a small quantity of 
magnesium sulphate and iron. 

The next spa is one of the most important:— 

(11) The first reference to Hampstead Spa, which enjoyed great 
popularity in the eighteenth century, was in the reign of Charles II. 
In 1698 the medicinal spring and 6 acres of land, now known as the 
Wells Charity Estate, were presented to the poor of Hampstead 
by the Countess of Gainsborough and her son, and in 1700 an 
attempt was made to sell the waters in flasks, the water being 
obtained from a spring in the Well Road. Buildings situated in the 
street now known as Well Walk were constructed about 1701, to take 
the place of incomplete ones already existing, and gardens with a bowl¬ 
ing green were laid out. The largest room could contain five hundred 
persons, was used for concerts, and was known as the “Assembly Room”; 
other rooms were the Long Room and the Pump Room, where a large 
basin and fountain supplied the water for the visitors. Dr. Gibbons, 
early in the eighteenth century, said he considered the waters to be 
“ not inferior to any of our chalybeate springs, and coming very near 
to Pyrmont in quality.” The water was then sold in flasks. Hamp¬ 
stead Wells had more claim to the title of a spa with its full significance 
than many of the other old London spas. The beautiful scenery, the 
bracing and invigorating climate, a pure chalybeate water, and the 
attractions provided in the way of amusement, including good mlisic, 
made it very popular with Londoners. It was resorted to in Queen 
Anne’s reign by all kinds of people, distinguished, fashionable, notorious, 
and uninteresting, some of whom were drawn thither in search of 
health, others to find amusement and distraction. The famous Kit-Kat 
Club, founded in 1700, for the promotion of loyalty and allegiance to 
the Protestant Succession in the House of Hanover, often held its 
summer meetings in the reign of Queen Anne at the Upper Flask 
Tavern. The name of the Club was taken from Christopher Katt, 
a pastry cook, at whose shop in Shore Lane the founders used to meet. 
Amongst its members were Marlborough, Sir Robert Walpole, Sir 
Godfrey Kneller, Addison, Swift, and others. A comedy produced at 
Drury Lane Theatre in 1706, when the wells were at the zenith of their 
reputation, referred to the assemblies at the Spa thus: “We have Court 
ladies that are all air and no dress, city belles that are over-dressed and 
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no air; and country dames with broad brown faces like a Stepney bun; 
besides an endless number of Fleet Street sempstresses that dance 
minuets in their furbeloe scarfs, and their clothes hang as loose about 
them as their reputations.” Other passages in the play do not give the 
evening entertainments a too savoury reputation. The season lasted 
from May to October. Some people lodged near the wells, but most of 
the visitors came from London for the day. The gaming tables were 
very popular, ra£9ing shops were instituted, and “ consorts of both vocal 
and\ instrumental musick ” were held and dancing encouraged. The 
fashionable period of Hampstead Spa lasted only about twenty years. 
Evil days came to the proprietor, and in 1725 the original buildings 
were transformed into a chapel. But spasmodic efforts were made at 
different dates to restore its glories, without much success. As early 
as 1727 a new set of buildings was erected in the Well Walk, and 
shortly afterwards Dr. John Soame published a book on the wells and 
waters, which he called the “ Inexhaustible Fountain of Health.” The 
price of admission was low, and no great measure of popularity was 
again acquired amongst the “ fashionable ” classes. The wells, however, 
continued to be visited by people who had faith in the water and the 
pure air of the neighbourhood. In 1801 John Bliss, a surgeon of 
Hampstead, tried to revive the reputation of the old wells, but with only 
slight success, and they gradually fell into disuse. For many years 
the neighbourhood has been known simply as a residential suburb, its 
proximity to the Heath and general sanitary advantages making it 
sought after by those requiring a quiet dwelling on high ground within 
an easy distance of town ; but its beauty is fast disappearing. On the 
east side of Well Walk, a new stone drinking fountain of New River 
water was erected in 1865 to commemorate the Wells Charity, referred 
to above, and is near the source of the old spring, which is situated 
in the back garden of No. 17, Well Walk. Weatherall House, Well 
Walk, marks the site of the earliest entertainment room, and Wellside 
House, on the Wells and Gainsborough Estate, opposite No. 17, Well 
Walk, was the site of the second set of rooms. It was in Well Walk that 
Keats lived in 1817, and there he wrote most of his ” Endymion.” 

New Spa, Hampstead .—In 1804 a surgeon named Thomas Goodwin 
extolled the virtues of a new spring discovered near Pond Street. He 
compared it to the Cheltenham waters, and called it the ” New Spa,” 
Hampstead. It did not achieve any distinction. The site is now 
occupied by the Hampstead Heath railway station of the London and 
North Western railway, situated about half a mile from the original 9 pa. 
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(12) Kilburn Wells .—The site of the well was at the back of the 
present London and South Western Bank, at the corner of the High 
Eoad, Kilburn, and Belsize Boad. A tablet on the building records the 
legend “ On this site was situated the Kilburn Wells.” The exact date 
of the discovery of the spring is not certain. There is fairly satis¬ 
factory evidence that it was known and used before the end of the 
sixteenth century. The water, rising 12 ft. below the surface, enclosed 
in a brick reservoir, the date 1714 being inscribed thereon, was of 
bitter taste, milky in appearance, and charged with carbon dioxide. In 
the days when it was used as a resort by Londoners it was situated in 
gardens belonging to the Bell Tavern, in pleasant surroundings, near 
the site of the old Kilburn Priory. It contained magnesium sulphate, 
and was considered to be very efficacious for disorders of the liver, 
provoked by over-indulgence in the good things of this world. Oliver 
Goldsmith resided in the vicinity in a cottage, and probably was a patron 
of the spa. The old Bell Tavern was taken down in 1863, and the 
present Bell public-house was erected on the site. The well was used 
for medicinal purposes as late as 1818, but Kilburn Wells was popular 
as a tea garden as late as 1829. Dr. John Macpherson records in 1871 
that the mineral waters were still efficacious, but probably less so than 
in former times. Its period of greatest prosperity was between 1750 
until the end of the eighteenth century. In 1773 it was described as 
a “ happy spot equally celebrated for its rural situation, and the acknow¬ 
ledged efficacy of its waters,” with beautiful gardens and a fine house, 
where musical and other entertainments and dancing were provided. 
In 1752 it was referred to in the following lines:— 


** Shall you prolong the midnight ball 
With costly supper at Vaux Hall, 

And yet prohibit earlier suppers 
At Kilburn, Sadler’s Wells, or Kuper’s ? ” 


Kuper’s was a tea garden in Vauxhall. 

(13) Marybone Spa was opened in 1774 in Marylebone Gardens, 
which consisted of about 8 acres of ground situated opposite the old 
parish church of St. Mary-le-Bourne, on the East side of the High 
Street. The 8 acres formed part of the garden of the old Manor House, 
built in the reign of Henry VIII and used sometimes by Queen 
Elizabeth as a residence. Devonshire Place, portions of Upper 
Wimpole Street, Devonshire Street, and Beaumont Street, are built 
upon these old gardens, the southern boundary of which was Weymouth 
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Street, then known as Bowling Green Lane: the site of the Manor House 
itself is now occupied by Devonshire Mews. The situation of this spa 
on the site of streets now hallowed by the residences of many of our 
distinguished confreres would help one to imagine that Marybone Spa 
might have been a health resort of uiidoubted fame. But, alas, I fear 
I must condemn it as having been one of the spurious spas. The 
gardens, laid out in 1738, were intended originally only for amusements, 
a theatre being provided and all sorts of entertainments, and - it was 
not until 1773 that a spring (possibly ferruginous) was discovered and 
exploited, and the name “Marybone Spa” given to the gardens in 
1774. The waters were said to be used " for indigestion, and for 
nervous, scorbutic or other disorders.” The usual refreshments of the 
period, in addition to the waters, were available. This so-called spa, 
tacked on as it were to the Marylebone Gardens, endured only about 
four years, because the land became too valuable; building operations 
curtailed the extent of the gardens, and destroyed their beauty, although 
in 1794 a portion still remaining again courted public favour without 
sufficient response to secure financial success. Trees belonging to the 
old garden still remain behind some of the houses in Upper Wimpole 
Street. There was also a large bowling green, which gave its name to 
Bowling Green Lane, the present Weymouth Street. The orchestra 
of the garden stood upon the site of No. 17, Devonshire Place, and 
excellent music, both vocal and instrumental, by good performers, was 
discoursed. 

It is interesting to note that Marylebone Park, of which the present 
Regent’s Park forms part, was a hunting ground in the reign of Queen 
Elizabeth. In 1600 the Ambassadors from Russia and their retinue 
rode through the City to hunt in Marylebone Park. It was afterwards 
sold by Cromwell, with the deer and the timber, excepting that marked 
for the Navy. Later the site was let on leases, upon the expiry of 
which the ground was laid out by Nash and renamed “ The Regent’s 
Park.” 

(14) The New Bagnigge Wells, Baijswater (Baynard’s Water), were 
opened towards the end of the eighteenth century, in grounds where Sir 
John Hill, born in 1716, a botanist, considered by the medical profession 
of that day to be a charlatan and quack, had cultivated medicinal 
plants from which he prepared tinctures, balsams and “water-dock 
essence.” The Bayswater Bagnigge Wells contained several springs of 
water lying close to the surface, and remained open until 1854, when 
building operations for the Lancaster Gate houses were coinmenced. 
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This also may be called a spurious spa, for I can find no record of 
any valuable properties being claimed for the waters of the springs, 
but it is probable that they were used as one of the baits to attract 
the public. 

(16) Kensington had a mineral purgative spring of some repute in 
1705 and for a few succeeding years, owned by a Dr. Wright and his 
partners. It was situated on the site of the manor house of Notting 
Hill, afterwards called Aubrey House, near Holland Walk, and was 
enclosed by a “ wells house ” ; it just escaped becoming “ fashionable,” 
for at one time there was a scheme on foot to provide the necessary 
amusements requisite for its transformation into a recognised spaw. 
In 1874 the wells were located in Aubrey House, found to be polluted, 
and were blocked up. 

The next spa was, no doubt, one which attracted people desirous 
of attempting a serious “ cure.” 

(16) Acton Wells, East Acton, about five miles from the Marble 
Arch, and half a mile north of the Uxbridge Road, was fashionable 
during Queen Anne’s reign. The water was cathartic in its action, 
and was said to contain “ calcareous Glauber salt ” (Lysons) and to be 
almost as strong as the Cheltenham sodium sulphate spring. Situated 
in the garden of Acton Wells House, at East Acton, the three springs 
were well known in 1706 and soon afterwards attracted many visitors, 
some of whom came to reside in the neighbourhood during the season. 
I find no record of a plethora of amusements, so it appears evident that 
Acton Wells was a steady, respectable spa. The waters maintained 
their reputation with periods of decay and recrudescence until about 
1790. Subscribers paid half a guinea or one guinea for the family for 
the season’s potations, and the water was sold in casks at threepence 
per quart at the spring, and also by agents in London Town. A pound 
by weight of the water was said to contain 44 gr. of salts. The 
Assembly House was converted into a boarding-school about the year 
1800. In 1884 the wells were traced to the garden of a farmhouse 
near Old Oak Common and the Great Western Railway. 


Country Spas near London, North of the Thames. 

The following four medicinal springs in the outskirts of the North 
of London may be mentioned, although in the days when they were 
visited they were strictly country spas:— 

(17) Barnet Well, Hertfordshire, twelve miles from London, provided 
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a purgative water of brackish flavour (containing sulphate of magnesium), 
discovered about 1650, and said to be “ of great efficacy in cholics.” It 
was situated a mile south-west of High Barnet, in a field to the left of 
the road from Barnet to Elstree. In the village it was known as “ the 
Physick Well.” Pepys visited it in 1664, drank five glasses of water, 
and relates in his diary the fact that as a consequence he “almost 
melted to water ” in the night. It maintained a reputation for many 
years, but remained a rural spa without any attempt to bring it into 
serious competition with other spas in and around London. The waters 
were little used after 1812. A well-house was built around it, and 
pulled down in 1840, when a farmhouse was built over its site, the 
well being then covered and an iron pump erected over it. The pump 
and well, now useless, can be seen in a field at the back of Well House 
Farm, ofif Well House Lane (November, 1914). The villagers still 
know it as “ the Physic Well.” A writer in 1662 reported that “the 
catalogue of the cures done by this spring amounteth to a great number, 
inasmuch that there is hope, in process of time, the water here will 
repair the blood shed hard by, and save as many lives as were lost in 
the fatal Battle at Barnet.” Its claim to fame is notified in the 
following terrible poetic effusion, by a Dr. Witty, in a description of 
Scarborough Spa, written in 1669:— 

“ Let Epsom, Tunbridge, Barnet, Knaresborough be 
In wbat request they will, Scarborough for me.” 

(18) Northatc, a beauty-spot near Potter’s Bar, Hertfordshire, 
possessed a “ saline-chalybeate ” spring, which enjoyed a brief popularity 
in the days when Charles I and Charles II held their Court at their 
Palace of Theobalds, attended by that arch royal favourite and fascinat¬ 
ing personage, George Villiers, the first Duke of Buckingham. The 
spring was situated in the valley at Lower Cuffley, on the way to 
Cheshunt, but cannot now be traced. 

(19) At Chigicell, Epping Forest, there was a spring in Saxon 
days as evidenced by the derivation, meaning “King’s Well,” but the 
medicinal spring at Chigwell Bow, with purgative properties, discovered 
towards the end of the seventeenth century, “behind the windmill 
among the trees,” cannot claim any connexion with the ancient spring. 
The waters were puffed by a Dr. Frewen, in the eighteenth century, 
and attained a certain degree of popularity. 

(20) Epping Forest possessed another mineral spring, probably 
ferruginous, which gave the name to Woodford Wells. It was visited 
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about the middle of the eighteenth century by numerous invalids, and 
a house of public entertainment was provided. At the end of the 
eighteenth century its reputation had vanished. The date of its dis¬ 
covery is not known, but an ornamental fountain covers the site of the 
well near the “Horse at the Well Inn,” formerly known as the “Horse 
and Groom.” 


Spas South of the Thames. 

I now come to the spas south of the Thames, eleven in number 
{including Richmond, Epsom Spa, and Shooter’s Hill Wells) which were 
really country spas. 

Several springs and wells, south of the Thames, achieved a repu¬ 
tation in the eighteenth century, when there seemed to be a veritable 
craze for the foundation of spas, owing partly to the success achieved 
by those north of the river. I will first call your attention to a small 
central group near the river which resembled in their characteristics 
the spas and spurious spas of the central group in Islington and 
•Clerkenwell. They are Bermondsey Spa, St. George’s Spa, and 
Lambeth Wells. 

(1) Bermondsey Spa, whose previous existence is recalled by the 
name of the railway station. Spa Road, Bermondsey, on the South 
Eastern Railway, about a mile and a half from Cannon Street Station, 
existed in a field near a tavern called the “Waterman’s Arms,” the 
ancient river Neckinger running near. Thomas Keyse, an artist, 
bought the tavern and grounds in 1765, and started a tea-drinking 
garden. In 1770 a chalybeate spring was discovered in the grounds, 
which contained a cascade, and the place was exploited as a spa, 
a spurious spa I must call it, because there is no evidence that many 
of the visitors were attracted by the virtues of the water. But great 
diversions in the way of good music, both vocal and instrumental, were 
provided, and in the lavishly decorated premises, Keyse, a man of fair 
talent, displayed his paintings of interiors after the Dutch School; 
indeed. Sir Joshua Reynolds was a visitor on at least two occasions. 
A huge picture model by Keyse, of the Siege of Gibraltar, was arranged 
in the grounds. Admission cost one shilling, the ticket giving the 
right to the consumption of sixpennyworth of wine: on grand days 
admission cost half a crown or more, and on those occasions the 
supply of wine was increased, and with it the artificial gaiety produced 
by its effect. On such f^te days pony races were held, and a firework 
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displaytterminated the ten or twelve hours of uninterrupted enjoyment 
so*dear to the hearts of the young—secured at spurious Bermondsey Spa 
at such comparatively trifling cost—if one does not take into considera¬ 
tion* the consequent matutinal headaches, and the depressing reaction 
usually engendered by long-continued pleasurable excitement. The 
place was^very well supported for a period of about thirty years, but 
collapsed soon after the death of Keyse in 1800. 

(2) St. George’s Spa was situated about half a mile from Lambeth 
Wells in the grounds of the “ Dog and Duck ” Tavern, near some pools 
in the marshy land of St. George’s Fields, where the sport of duck¬ 
hunting by^dogs used to be a favourite pastime. The aperient springs 
were first mentioned in 1695, and Dr. John Fothergill stated they would 
“cure most cutaneous disorders, and be useful for keeping the body 
cool, and preventing cancerous affections.’’ In 1731 the “Dog and 
Duck ’’ assumed the title of “ St. George’s Spa,’’ and the water could 
be consumed on the premises for threepence, or taken away at twelve 
shillings per dozen bottles, or fourpence the gallon. New buildings 
were erected, with a long room containing an organ, and the place was 
frequented by visitors who had faith in the powers of the spring. 
Mrs. Thrale, in 1771, by the advice of her great friend. Dr. Samuel 
Johnson, used to take the “ Dog and Duck ’’ waters. On this occasion, 
for once at least, the learned lexicographer assumed the privilege of 
prescribing, usually relegated to ordinary doctors of medicine; let us 
hope that the “Vanity of Human Wishes” was not evidenced in the 
aspiration he formed of curing Mrs. Thrale, when posing as a medical 
man: let us hope that, through his adwice, Mrs. Thrale was cured of 
the disorder from which she was suffering—that her complexion was 
improved and that her body was kept cool. We may assume that 
“ cancerous affections ” were warded oft’, for she died in 1821, at the age 
of 81, from the effects of a broken leg, fifty years after taking her first 
course of the “ Dog and Duck ” waters. The place flourished, at least 
financially, with various up and downs, until 1787, when the licence 
was withdrawn on account of its having become the haunt of bad 
characters and even criminals. In 1811 the building was demolished 
and Bethlehem Hospital was erected on the site of the house. The 
sign of the inn—a dog with a duck in its mouth—is to be seen to-day, 
fixed in the wall of the hospital garden, but the exact site of the old 
spring is unknown. Walter Besant, in his interesting novel, “The 
Orange Girl,” frequently mentions the “Dog and Duck” Spa. It is 
amusing to note that the translator into French of a work on English 
D—3 
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mineral waters, described the “ Dog and Duck Spring ” as a broth, made 
by stewing a dog and a duck, and he seriously added some remarks of 
his own concerning the national fondness of the English for dog and 
duck soup. 

(3) Lambeth Wells must be considered a genuine spa. Its two 
springs of purging waters, situated in Three Coney Walk—now the 
crowded Lambeth Walk—near Lambeth Palace, having been discovered 
late in the seventeenth century, were specially provided with amusements 
to encourage the populace to absorb the waters. A house was built 
over the wells, and surmounted with a gilded ball. The usual musical 
entertainments were inaugurated. An advertisement, in 1721, stated 
that “ consorts of very good music, with French and country dancing,” 
were arranged for, and also gave notice' of the fact that “ attendance 
will be given every morning to any gentlemen or ladies that have 
occasion to drink the waters.” The price of admission was threepence. 
The water was supplied to the neighbouring St. Thomas’s Hospital and 
to other purchasers at a penny per quart, its chief use being for the 
relief of disorders of the liver and stomach. After 1736 the popularity 
of the wells gradually waned, and soon after 1752 the company became 
so mixed that the licence was taken away. Ultimately, the Fountain 
Tavern was built on the site of the House of Entertainment, and the 
present modern and glaring Fountain Public-house, rebuilt, marks in 
Lambeth Walk at this day the site of the departed glories of Lambeth 
Wells. 

I now come to a group of four spas more to the south and more to 
the west, whose waters had a great reputation—namely, Dulwich Wells, 
Sydenham Wells, Beulah Spa, and Streatham Spa. Beulah Spa was 
inaugurated as late as 1828, and endured until 1865, thus having the 
distinction of being the last of the London spas to be exploited, whilst 
its neighbour, Streatham, maintains the honour of being the only one of 
the Old London spas where the water can be drunk at the present day 
with beneficial effect. 

(4) Dulwich Wells .—In 1740, Professor Martyn, F.R.S., by request 
of the proprietor, examined the water of a spring discovered by digging 
for a well in the garden of the old “ Green Man ” tavern, situated about 
a mile south-east of the present Dulwich College (which was founded 
by Alleyn, a famous comedian in King James’s time), on the borders 
of Dulwich Common, at the junction of Lordship Lane and Dulwich 
Common Lane. He sent a report of the waters to the Royal Society, 
stating that they had purging properties when drunk fresh in the 
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quantity of five half-pint glasses, the taste and smell being “sulphurous.” 
The “ Green Man ” burst into fame, and under the name of “ Dulwich 
Wells ” the waters were advertised, drunk on the premises, sold in the 
streets of London, and also supplied regularly to St. Bartholomew’s 
Hospital. Popularity endured for over forty years. The wells then 
gradually came into disuse, and by the end of the eighteenth century 
the “ Green Man ” had been converted into a school under the name of 
Dulwich Grove,” and it was here, under the fostering care of Dr. 
Glennie, that Lord Byron passed two years as a pupil (1799-1801). 
Subsequently the “ Grove Tavern ” took the place of the old school- 
house, followed in 1860 by the present Grove Hotel, the garden of 
which, now used for open-air concerts, contains no trace of the spring. 
The adjacent pretty avenue, called “ Cox’s Walk,” records the name of 
the proprietor of the “ Green Man.” A peculiarly worded advertise¬ 
ment, in 1762, states: “ The purging waters now in their proper season 
for drinking. The Great Breakfast Boom at the ‘ Green Man,’ Dulwich, 
opened 16th May, 1748, and continued every Monday during the 
Summer season, at one shilling each person.” 

(5) Sydenham Wells, mentioned twice by Evelyn in his Diary in 
1675 and 1677, and once by Nicholas Culpeper in his “English 
Physician,” in 1663, was often called “Dulwich Wells,” on account 
of its proximity to Dulwich, and sometimes “ Lewisham Wells,” for it 
was also near Lewisham, and when the waters first began to be 
popular Sydenham was merely a hamlet. They had been known at 
the beginning of the seventeenth century, and were about twelve in 
number, near together. John Peter, physician, in 1680, recommended 
that the water should be taken hot, mixed with a little milk. In 1699, 
Dr. Benjamin Allen, in the “ Natural History of the Mineral Waters 
of Great Britain,” described tbe water as “ a water medicated with salt 
of the nature of common salt, but with a nitrous quality and a little 
more marcasitical ” (containing iron pyrites). The springs were brought 
into notice by their supposed effect on a poor woman, who about 1648 
drank the waters and was cured of some dreadful disease. The waters 
were sold in the London streets, and imbibed by visitors at the wells. 
It is recorded that the poorer folk who wished to take a course of the 
waters used to lodge in huts on Sydenham Common. No effort was made 
by the proprietors to provide amusements: the place remained a simple 
rural spa until towards the end of the eighteenth century, the Wells 
House being a cottage, for some time known as the “ Green Dragon.” 
Wells Road, constructed eighty years ago, covers one of the wells; 

D —3a 
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another was filled up about twenty years ago. Wells Park, adjoining 
Wells Boad, takes its name from the springs. George III used to visit 
the old cottage, remaining there for several hours, his escort of Life 
Guards being stationed around the cottage. The following doggerel 
verse, appended to a view of the grounds and buildings, memorises the 
names of the wells and of one of the proprietors :— 

** And there you will find a wild rural retreat. 

From time immemorial called Sydenham Wells, 

With old Betty Evans, complacent and neat, 

And a Gypsy, if wish'd, who your fortune foretells.’* 


(6) Beulah Spa, the last of the springs in the environs of London to 
be inaugurated as a spa, was the name given to the mineral spring at 
Upper Norwood, known to the residents of the surrounding districts in the 
latter part of the seventeenth century. It achieved a reputation between 
1831 and 1854, having been described by Dr. Weatherhead in 1832, and 
was situated in a beauty-spot on the slope of a hill called Beaulieu Hill, 
about 300 ft. above sea-level, surrounded by 25 acres of garden, lawns, 
and woods, containing a lake. They were laid out in 1828, and com¬ 
manded pretty views of the country around. There is no authentic- 
information to indicate the first discovery of the spring. It is said that 
it had been in use for many years before its virtues were extolled in 
1831. The water, according to Professor Michael Faraday, was very 
strong in magnesium sulphate, each pint containing :— 


Sulphate of magnesia 
Chloride of sodium 
^furiate of magnesia 
Carbonate of lime 
Carbonate of soda 


Grains 

61-35 

17-74 

9-28 

7-80 

1-90 


9807 


The water was drawn from a rockwork enclosure, by a glass vessel 
which was let down by a pulley. The yearly subscription was a guinea 
and a half, or three guineas for a family, and the water could be drunk 
at the spa or delivered to houses at two shillings per gallon. 

A rustic lodge acted as sentinel to the grounds, and the spa buildings 
comprised an octagon reading-room and an orchestra; the well itself 
was covered by a thatched hut, built in the form of an Indian wigwam. 
A special seat in the garden received the name of “ Lady Essex’s Seat,” 
from the name of the lady who used to monopolise it—possibly to the 
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annoyance of the other visitors desirous of admiring the view from 
the same spot. The amusements comprised military bands, concerts, 
dancing on the lawns and on platforms, and archery, as well as a 
camera obscura. Charitable f^tes were held, and also f^tes to enrich 
the proprietors; on the latter occasions the charge for admission was 
increased to half a crown, the ordinary charge being one shilling. 
Soon after the opening of 1831 the beauty of tbe gardens, the salubrity 
of the atmosphere, and the reputation of the waters, speedily obtained 
for Beulah Spa a popularity amongst the richer classes comparable to 
some extent with that of Ranelagh and Hurlingham of the present day. 
In 1833, the Duke of Gloucester, brother of William IV, used to stimu¬ 
late his jaded liver by potations at the spring, and thereby materially 
assisted in establishing on a sound basis the fortunes of the spa, which 
had been already helped along by the attendance of Mrs. Fitzherbert 
as a patient. In fact, the place became “ fashionable,” and, being at 
some little distance from London, most of the visitors would be obliged 
to drive down in their carriages or in hired vehicles; coaches ran 
several times daily between the “ Silver Cross,” at Charing Cross, and 
the spa. This popularity was maintained for about ten years; after 
1844 the spa languished for a time, but from 1851, under new manage¬ 
ment, it had a brief evanescent period of renewed glory, which cul¬ 
minated in a rather rapid collapse in 1854, the spa being closed in the 
following year, 1855. 

In 1903, Mr. Alfred Stanley Foord visited the place, then reduced 
to 6^ acres, and called “ The Lawns,” and found parts of the gardens 
existing, with the well about 12 ft. deep, full of water. The Beulah 
Spa “ Hydro and Hotel,” now in the vicinity, serves to remind us 
of the departed glories of the place (November, 1914). The late 
Mr. C. H. Spurgeon, the famous preacher, lived in the next house to 
the hotel. 

In the forties or fifties of the last century a sentimental song was 
published, bearing a view of the spa on the outside page; the song was 
entitled, ” I met her at the Beulah Spa.” 

(7) Biggin Hill, Norwood, half a mile to the north-west of Beulah 
Spa, possessed a very mild aperient spring facing a neighbouring pond, 
containing magnesium sulphate, sodium sulphate, calcium sulphate, and 
sodium chloride, discovered in 1809. Trials of the water influenced the 
following opinion; “ It is beneficial in scrofulous, rheumatic, and bilious 
complaints; in cases of impaired constitution by long residence in hot 
climates, or the too free use of spirituous liquors, it has proved more 
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beneficial than any other spa water in this kingdom.” There is no 
evidence of its having acquired any special reputation, nor of its having 
attracted any considerable number of visitors, excepting residents in the 
neighbourhood. It was closed in 1898. 

(8) Streatham Spa was one of the most important of the London 
spas. The existing Streatham Well is probably the only one of the 
medicinal springs of the environs of London where the water still 
remains uncontaminated and can be drunk with beneficial effect at the 
present day. But the spring now in existence is not one of those 
discovered in 1669 and resorted to until about 1792. 

The famous original springs were discovered in 1659 by labourers 
engaged in weeding, who drank some of the water and found it 
purgative. The owner sank three wells, of which one is said to have 
been emetic, another useful in expelling intestinal worms. The 
principal constituent was magnesium sulphate. Dr. John Butty (1757) 
stated that the Streatham water contained 200 gr. of “minerals” per 
gallon. 

The waters were covered over, and drawn from the wells by pumps. 
The reputation of the water having spread, the wells house, with large 
stabling attached, was rebuilt on the spot now occupied by the County 
Council Eookery Pleasure Gardens at the top of the Common (Novem¬ 
ber, 1914). At the beginning of the eighteenth century the place was 
much frequented, and for years visitors of distinction as w'ell as 
many others took advantage of the therapeutical value of the w'^aters 
and of the climate, the Common being used as a fashionable open-air 
promenade. Concerts were given and other gaieties were indulged in, 
but there is no evidence to show that the springs achieved a similar 
degree of support to those of Hampstead Wells, and two or three 
others already mentioned. Periods of prosperity then alternated with 
periods of neglect, but in 1744 the spa was still popular, and as 
late as 1755 “Assemblies” were still held. From 1717 onwards 
the water was on sale at many of the London coffee-houses, a 
very convenient arrangement for gourmands. It must have been a 
most satisfactory reflection to consider, whilst they were consuming 
their libations at the coffee-house and enjoying the good cheer 
provided, that on leaving the house they would be able to pur¬ 
chase a bottle of Streatham Spa water, the effect of which on the 
following morning would remove all traces of the dissipation of the 
previous evening by rectifying their disordered livers, and warding off 
cephalic pains and attacks of the “ spleen.” One can imagine the 
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famous Dr. Johnson, seated at a table at the celebrated “ Cheshire 
Cheese ” surrounded by a group of his admiring intimates, being 
influenced when hesitating as to whether he should drink an extra 
bottle of wine by the consoling thought that he would be spared the 
trouble of journeying on the following morning to his favourite spa, if 
he could only remember to put in his pocket, when leaving the coffee¬ 
house, a bottle of the renowned Streatham Spa water. For Dr. Johnson, 
from 1766 until his death in 1784, was one of the most enthusiastic 
supporters of Streatham Wells, although the spa was at that period 
gradually declining in public favour. . He was a frequent visitor to the 
Wells, enjoying a walk over the Common, on the west side of the High 
Boad, from Thrale Place, where he was often the welcome guest of his 
friend Mr. Thrale, the wealthy and cultured brewer, who also enter¬ 
tained Burke, Goldsmith, Eeynolds, Garrick, and other well-known 
men. 

The old well was closed in 1792, possibly on account of contamina¬ 
tion, but a little wooden structure covering the well with a pump, can 
be still seen (November, 1914) in the old garden of the “ Eookery,” now 
converted into the County Council Pleasure Gardens. 

About this time (1792) another spring had been discovered at a 
distance of about half a mile on the east side of the village of Streatham, 
at the bottom of Wells Lane on Streatham Common, and this is the 
second well already referred to, which remains to this day. This new 
well did not enjoy the same popularity as the old. One writer. Miss 
Priscilla Wakefield, wrote that early in the nineteenth century the 
spring “ would probably be more highly esteemed for its medicinal 
qualities by the Londoners, if it was not so near home, as the water 
is sent in considerable quantities to the hospitals.” Lysons, in 1811, 
states that Streatham water was “ still held in considerable esteem,” but 
“ there are no accommodations for persons who come to drink it on 
the spot, yet the well is much resorted to by those who cannot afford a 
more expensive journey.” Later in the century the garden of the “ wells 
house ” was used as a tea garden until about 1860, and it is not probable 
that the visitors paid much attention to the water; the “ wells house ” 
was built of brick, with a bust of Aesculapius over the doorway, and 
on the north side of the house was a room containing the pump for 
the well, where the water could be drunk on the premises at a penny 
the glass. It was then sold in bottles at sixpence per gallon, and 
delivered to all parts of London at a shilling per gallon. The spring 
and pump still exist in the Valley Road on the south side of Streatham 
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Common, in the old “ wells house ” forming part of Messrs. Curtis 
Brothers’ dairy-farm, and the water can be tasted on payment of a small 
sum. A pamphlet relating to the wells, recently obtained (November, 
1914), states that “ the water rises at a temperature of 52° F. When 
recently pumped up it has a slight odour of sulphur, is sparkling and 
bright, and although it contains much magnesium sulphate, it is not 
unpleasant to the taste; on the contrary, it leaves behind it a freshness 
which is grateful to the palate.” The pamphlet also states that the 
water is delivered to all parts of London daily, sent to all parts of the 
United Kingdom, and is useful for liver complaints, indigestion, jaundice, 
and bilious attacks. 

There is now scarcely any local sale for the water, but the attendant 
who dispenses the fluid states that she drinks a glass of this water every 
morning with satisfactory results. The following is an analysis made 
in 1895:— 


“ Sample of Mineral Water from the Well at Streatham, in the Possession 
OF Messrs. Curtis Brothers, Valley Road. 


Magnesium sulphate 
Sodium chloride ... 
Ferrous carbonate ... 
Potassium chloride 
Calcium carbonate 
Sodium carbonate... 


415*10 gr. per gallon 
19*66 gr. 

3*04 gr. „ 
Traces 
76*67 gr. 

18*00 gr. 


The water is naturally charged with carbonic acid, 
a mild aperient. 


Taken internally it would act as 
Redwood & De Hailes.*’ 


This shows 52 gr. of sulphate of magnesia in a pint of the water, 
a proportion which is much greater than the Epsom spring, from which 
2 dr. could be procured from each gallon by evaporation. 


Country Hpas near London, South of the Thames. 

The three following spas were country spas near London—namely, 
Richmond, Epsom, and Shooter’s Hill. 

(9) Richmond Spa. —In the gardens of Cardigan House, Richmond 
Hill, is the old Richmond Well, but the exact location cannot be deter¬ 
mined. The well was originally found about 1689, and was mentioned 
by Dr. Benjamin Allen, who said “ This water purgeth well, but I think 
scarce so much as Epsom and Acton, but more smoothly.” No doubt 
the spring contained maynesium sulphate. A few years afterwards an 
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entertainment house was erected, in which dining, assembly, card, and 
raffling rooms were arranged, and the public began to collect in large 
numbers, to drink the waters and enjoy the fresh air in the broad walks, 
and the garden “nearly 300 ft. long, cut out of the descent of the hill, 
with a prospect of all the country about.” One entrance was in 
Eichmond Hill, the other in the lower road (Petersham Road). The 
usual “ Consorts and Musick, both Vocal and Instrumental, by principal 
Hands and best Voices,” were given, and dancing was arranged for; 
also gaming and raffling; stabling and coach-houses were also attached. 
The attendance was so great that the price of admission was soon raised, 
in order to keep out undesirable people. The place was freely adver¬ 
tised, and information given about the tides, for probably the majority 
of the people journeyed to the Spa by water, along the Thames. One 
of these advertisements states that “ the Tyde of Flood begins at 
one o’clock in the afternoon and flows till five, ebbs till twelve for the 
conveniency of returning.” In 1724 there were balls at Richmond 
Wells every Monday and Thursday during the summer season. For 
more than half a century Richmond Wells was a popular resort, partly 
on accormt of the beauty of the position and the attraction of the 
amusements provided, and partly on account of the waters. One 
advertisement (1730) was addressed to “ all gentlemen and ladies that 
have a mind either to raffle for gold chains, equipages, or any other 
curious toys and fine old china; and likewise play at quadrille, ombre, 
whist, &c., and on Saturdays and Mondays during the summer season 
there will be dancing as usual.” Breakfasts, dinners and teas were 
supplied, as at some of the similar spas previously mentioned. After 
1750 the wealthy classes appear to have withdrawn their 'patronage 
from the Wells, and it was found necessary to lower the price of 
admission in order to attract the public. After a few years the place 
as a resort became of unsatisfactory repute, and complaints were made 
by the dwellers in Richmond of the noise and disturbance inflicted on 
them by the Londoners after indulging in potations, which, judging 
from the rowdiness of the company, could not have consisted of the 
water of Eichmond Spa. In 1780 the Richmond Wells Spa was no 
more, and in 1866 the entertainment house was demolished. 

(10) Epsom Spa .—The town of Epsom is associated in the minds 
of most people with Epsom salts, discovered in 1695, Epsom Races, 
started in 1739, and Epsom College, the splendidly equipped public 
school for boys, first established in 1855. Magnesium sulphate, the 
active principle of the water of Epsom Spa, was prepared by evaporation 
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by Dr. Grew about 169.5, from the water of the spring discovered in 
1618 on Epsom Common, and at first was sold at five shillings the ounce, 
the demand being very great. I have referred to the subject in my . 
introductory remarks on spas. The story goes that Henry Wicks during 
the dry summer found a small hole on the Common filled with water 
and enlarged it for the benefit of his cows, who contemptuously refused 
the proffered fluid. Their rejection of the water aroused the curiosity 
of Henry Wicks, who experimented on himself, and made the discovery 
that it possessed purging properties. The spring rapidly became 
known, and people began to frequent it in order to test its virtues. 
Lord North mentions the wells as being famous in 1645, and claimed 
the credit of having first made known the Tonbridge and Epsom waters 
“ to the citizens of London and the King’s people.” Many foreigners 
of distinction visited England on purpose to drink the Epsom waters. 
By 1668 many doctors advised a visit to Epsom, and a little later the 
Court of Charles 11 and other fashionable folk visited Epsom in such 
numbers that in 1684 an announcement in the London Gazette stated 
that “ the post will go every day to and fro betwixt London and Epsom 
during the season for drinking the waters.” 

A wells house was erected, containing a ballroom, gaming room, 
and other rooms, and two bowling greens were established on the 
Common near the wells house, so that there was no lack of amuse¬ 
ments provided for visitors, whilst taverns, inns, and coffee-houses soon 
flourished in the town. A fine inn (the New Inn) was built—at that time 
said to be the best of its kind in England—since called “ Waterloo 
House,” which still exists, but is not used as an inn. In later days, 
about seventy or eighty years ago, the assembly room of this inn was 
famous as the scene of cockfights on Sunday afternoons. 

Epsom was often visited by Charles II, who raced and played bowls 
there, and built for his favourite, Nell Gwynne, some stabling in Church 
Street, known as “ The Farm,” now used as a private house. In 1667 
Pepys wrote in his diary, “ To Epsum, by eight o’clock, to the well; 
where much company. And to the Towne to the King’s Head; and 
hear that my Lord Buckhurst and Nelly are lodged at the next house, 
and Sir Charles Sedley with them : and keep a merry house.” In his 
journal in 1663, Pepys comments on the town being so full that he could 
not obtain a lodging nearer than Ashstead. Pepys was evidently a great 
frequenter of spas. I have already referred to his visit to Barnet Wells, 
on the occasion when he made himself ill by drinking the waters. In 
the season many of the company breakfasted at the wells and enjoyed 
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masic, dancing and equestrian exercise on the downs, where races, 
cudgelling and wrestling matches were held in the afternoons. In the 
evenings, assemblies, private parties and card parties helped to keep up 
the spirits of the noble and citizen visitors, who flocked to the spa in 
large numbers in search of health and amusement or both. 

About 1706 an apothecary named Levingstone bought land in the 
town, sank a well, erected a ballroom, a gambling room, and shops and 
houses as a business speculation, and gradually diverted the visitors from 
the old wells on the Common to the new wells in the town. In order 
to ensure success for his venture he bought a lease of the old wells, 
which remained closed until his death in 1727. Shortly before this 
date the new wells had begun to lose popularity. When Queen Anne 
held her court at Windsor, her Consort, Prince George of Denmark, 
frequently visited Epsom to drink the waters. In 1736 Mrs. Mapp, 
the notorious “female bone-setter,” plied her calling at Epsom, and 
gave a fillip to the consumption of the waters. 

John Toland, writing about 1720, says that the waters were 
“beneficial in gently cleansing the body, in cooling the head, and 
purifying the blood; the salt, that is chymically made of ’em, being 
famous over all Europe. . . . From the ring on the most eminent 
part of the Downs I have often counted above sixty coaches on a 
Sunday evening. ... As England is the plentifullest country on 
earth, so no part of it is supplied with more diversity of the best pro¬ 
visions, both from within itself and from adjacent villages, than Epsom. 
The nearness of London does in like manner afford it all the exotic 
preparatives and allurements to luxury, whenever any is disposed to make 
a sumptuous banquet, or to give a genteel collation. You wou’d think 
yourself in some enchanted camp to see the peasants ride to every house 
with the choicest fruits, herbs, roots, and flowers, with all sorts of tame 
and wild fowl, with the rarest fish and venison, and with every kind of 
butcher’s meat, among which Bansteaddown mutton is the most relish¬ 
ing dainty.” Later he adds, “ even Venus had a mole, and gossipping 
is the greatest objection I have ever heard made to Epsom.” 

After the death of Levingstone the original well on the Common 
was resuscitated and the old rooms were improved, but the spa never 
acquired any approach to its former glory, and was used more as 
a resort of dwellers in the locality. When, in 1753, Dr. Bichard Russel 
preached the virtues of sea bathing, Epsom as a health resort fell into 
complete disfavour. At this time Bath had also come into public favour as 
a health resort. With a last despairing effort Dr. Dale Ingram, between 
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1760 and 1770, advertised a preparation of magnesia obtained from 
the mineral water, and opened the rooms for public breakfasts, but 
without success. In 1804 the wells house was demolished; a house 
was built on the surrounding ground, and the well was left intact. The 
old well still exists on Epsom Common in the garden of the modern 
house known as “ The Wells.” 

Shooter’s Hill Wells, in Kent, near Greenwich, of which there were 
several, some at the foot and others at the summit of the hill, acquired 
a reputation about 1675 as “ The Purging Wells,” and “ with a brisk 
and bitterish taste ” were considered “ medicinal for internal and ex¬ 
ternal griefs.” The well at the foot was discovered by Mr. Godbid 
about 1673. John Evelyn records the fact that he drank these waters, 
and it is reported that Queen Anne also used the springs. A “ Wells- 
House ” was erected over one of the wells, but no special diversions 
were introduced, and the spa remained quite rural. Invalids of the 
neighbourhood imbibed the fluid as late as 1884. In 1840 a quart 
of the water contained 151 gr. of solids, of which 58 per cent, was 
magnesium sulphate, so that each quart contained about IJ dr. of 
Epsom salt. At one time (about 1700) Epsom salt was prepared from 
the water by evaporation. The site of the most used well was a little 
distance behind the present Royal Military Academy. 

The foregoing account of the obsolete spas of London and its vicinity, 
imperfect as it is on account of the necessity of omitting many inter¬ 
esting details, and of curtailing the paper in order not to tax your 
patience unduly, is sufficient to prove that in many instances the London 
spas were useful and valuable, and could be regarded as health resorts 
for country people as well as for Londoners. One must remember 
that in the days when they were made use of, the facilities for under¬ 
taking journeys were meagre and imperfect, and those of our country 
spas then known had not attained any great degree of excellence. 
But in the present day the spas of Great Britain compare favour¬ 
ably with the foreign spas. Valuable waters and climates of diverse 
character, excellent installations of baths with modem equipments and 
adjuncts, and amusements of a non-exciting order, are to be found at 
the British spas. And they possess one other vital necessity which 
completes and makes them really valuable and popular, the presence 
of competent physicians of ability and scientific attainments, whose 
duty and pleasure it is to guide and control the patients committed to 
their charge, and to secure for them the greatest possible amount of 
good during their pilgrimage. 
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I will conclude by calling your attention to the following abstract 
from a paper I read before the West Kent Medico-Chirurgical Society 
during the year of my Presidency in 1900, in which I mentioned the 
foreign spas likely to be useful for the malady then under consideration. 
The passage was instigated by the attitude of the German Emperor 
during the Boer War;— 

“ But our own native land also offers a number of spas of varying climates 
and attractions, one or other of which might be chosen to suit the individual 
patient according to her necessities and ideas. And in these days of inter¬ 
national complications we may he compelled to make more use of them for 
many diseases than has been the custom hitherto.” 

At this date I can say with confidence and emphasis that in these 
days of internecine strife, and in future years, it will be absolutely 
necessary to make more use of the British health resorts and spas for 
patients requiring climatic and spa treatment. 
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Dr. Percy Lewis proposed a vote of thanks to the President for his 
address. 

Dr. Fortescue Fox, in seconding the vote of thanks, said that this was 
the only Section of the Society which was definitely associated with plates. 
The fact explained and justified an occasional excursion into historical and 
topographical lore. The President’s address would form a valuable record 
of a bygone chapter of hydrological tradition in London. 
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DISCUSSION ON THE VALUE OF MEDICAL BATHS 
FOR INVALID SOLDIERS. 

The President (Dr. Septimus Sunderland) stated that the Council 
of the Section were anxious to assist in the alleviation of the sufferings 
of their militant countrymen during the War. They were under the 
impression that many of the soldiers invalided from the Front, suffering 
from the effects of injuries, exposure to cold and wet, and the great 
nervous strain incident to military service, would receive much benefit 
from treatment at British health resorts. 

In order to obtain some definite opinions from the Members of the 
Section they had arranged that this meeting should be devoted to a 
discussion on the subject, and hoped to be able to come to some 
definite decision. 

The Value of Medical Baths for Invalid Soldiers. 

By R. Fortescue Fox, M.D. 

The treatment of wounded and invalid soldiers by means of climate 
and medical baths is a matter that closely concerns the Section of 
Balneology and Climatology. Our Section represents in this country 
a branch of medicine in the study and elucidation of which it has been 
engaged for twenty years. But I conceive that at the present time 
this is a subject that, outside the limits of the Section, must appeal 
to our colleagues the physicians and surgeons who are devoting them¬ 
selves to the treatment of military cases in our hospitals. It concerns 
them because it supplements their work. And we have also reason to 
extend our view a little further, because so large unfortunately are, and 
will be, the numbers of sick and wounded, that the practical issues 
P—1 
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arising out of the matter of this discussion will make their appeal to the 
public at large, and to those who are responsible for the public service. 

The question has therefore a certain urgency, a little removed from 
the usual academic atmosphere of our meetings, and I gladly accede to 
the request of the Council to open its discussion on this the first 
available occasion. 

In setting forth the value of medical baths for invalid soldiers, I shall 
rely upon a threefold argument: In the first place, historical evidence; 
secondly, the contemporary practice of other countries; and lastly and 
chiefly, the known facts as to the action and uses of baths which have 
aflbrded us in recent years the sure foundation of medical hydrology. 

It is true that, like preventive medicine, the treatment of chronic 
disease is a comparatively tame aflair. The after-treatment of the sick 
or wounded soldier presents but-little opportunity for brilliant discovery 
or rapid results, such as the surgeon often achieves. Ours is by com¬ 
parison a slow and tedious task, but if slow it is also needful. We 
know that after the most skilful hospital treatment for injury or illness 
in the field there is in many cases a prolonged period of convalescence, 
marked by chronic illness or disability. It is at this stage on the road 
to recovery that these remedial agencies, waters and baths in their 
various forms, and other kinds of physical treatment, will, under skilled 
and patient medical direction, give the best possible results. Indeed, 
our proposition is that without the scientific use of these agencies in the 
after-treatment of military cases the best results will not be obtained. 

It is not surprising that upon the Continent, which has been so 
often ravaged "by wars, this department of practice should have been 
studied and followed far more than in our own favoured country. And 
this is true not of recent times only, but from ancient days. It is 
interesting to notice that the greatest military Empire in history, 
that of Eome, fully appreciated the value and indeed the necessity 
of health resorts for its home and colonial populations. We have 
ample evidence of the fact that not only senators and officials, but 
the legionaries exhausted by campaigning, had recourse to the natural 
hot baths for periodical treatment and rest. Wherever thermal springs 
were found bath establishments were maintained by the government 
with great care throughout the Empire—in Italy, Northern Africa, 
Egypt, Gaul, Germania, Syria, and Britain. At the sites of many of 
these baths inscriptions are still found testifying to their medical use by 
the military. Indeed, for six hundred years the Boman thermae, munera 
4ivum, afforded one of the chief means of medical aid to all classes, both 
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for the prevention and the cure of disease [5]. Many of the Roman 
baths have been irretrievably lost; many were subsequently redis¬ 
covered and restored by the Mahommedans; many remain and have 
been in continuous use for two thousand years. 

In some Continental countries, as in Italy, the employment of bath 
treatments for the military has been traditional almost from the Roman 
period. At the present time there is in many of them an organised 
system under government direction. The machinery, a.ccording to my 
information, is somewhat different in the different countries. 

France. 

In France (1) the large military hospitals and (2) the hopitaux 
militarises (that is, civil hospitals used for the reception of military 
patients) include, in each case, special establishments for the reception 
of military patients at certain selected watering-places and health 
resorts. These are known as hopitaux d’eaux minerales and etablisse- 
merits civils d'eaux minirales respectively. This branch of the military 
hospital service is regarded as an essential part of the organisation for 
the after-treatment of soldiers in France. Out of the thirty-three 
permanent French military hospitals, three are situated at health 
resorts—viz., that of Vichy with 212 beds, that of Barbges with 225 
beds, and that* of Am^lie-les-Bains with 418 beds. Among the 216 
hospitals described as mixtes or militarises are included bath hospitals 
at the well-known spas, Flombi^res, Bourbon-l’Archambault, and 
Bourbonne-les-Bains, as well as others at climatic resorts such as Nice, 
La Rochelle, Dunquerque, and Dieppe. In Algeria and Tunisia there 
are the military establishments of Hammam R’hira, with 50 beds, and 
Hammam Lif. It will be noted that some of these hospitals have been 
set up at the seaside as summer resorts, and that others, like those at 
Nice and Marseilles, have a winter season but are available throughout 
the year. 

A few particulars of the French hopitaux thermales militarises may 
be of interest. 

Bareges is a mountain spa at an elevation of 4,000 ft., in the 
Pyrenees. The waters are thermal and sulphided, containing a glairy 
organic substance —” harigine "—and bave enjoyed for three hundred 
years a reputation for old gunshot and other wounds and painful 
cicatrices. The thermal baths, like the semi-alpine climate, are 
stimulating and “ excitant,” and are taken in vast piscines or bathing- 
pools, in flowing water at 99° F. 

F—la 
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Eaux Bonnes is another of the grouj) of sulphur spas in the Pyrenees. 
The old name, Eaux des Arquebusades, was given to it after the 
B^arnese soldiers wounded in the battle of Pavia (1526), who resorted 
thither to be cured [6]. 

Bourbonne-les-Bains, in the Vosges, is a hot springy, feebly muriated 
and calcareous. Dr. Martin tells me that it has been a resort for 
wounded soldiers for centuries, and the baths are considered good both 
for rheumatism and for wounds. The h6pital militarist at Bourbonne 
has more than 300 beds, and is fitted with a modern equipment for the 
baths, as well as for massage, hydrotherapy and mechanotherapy. 

Hammam R'hira, in Algeria, is an old Boman station, with hot 
calcareous, waters, closely resembling in constitution and temperature 
a sister Boman station, the English Bath. 

I have been fortunate enough to obtain some particulars of the 
Algerian military bath hospitals, which will be of interest to the 
Section. Upon the conquest of Algeria by the French in the fourth 
decade of last century, they found here and there some dilapidated but 
still massive bathing-pools or pischias of the Boman age. It occurred 
to the French military doctors, familiar with the historical practice in 
France, to use the thermal waters of Algeria for treating the sequela* 
of wounds, and for the anaemia and debility in the soldiers, which 
resulted from climate, or from fever and the fatigue of war. The 
engineers were accordingly directed to restore the Boman baths. The 
piscinae were again excavated, made good and fenced in, and at several 
of the ancient hot springs a kind of camp was organised where the 
ofidcials and the sick lodged together in tents. The 'results following 
these simple means were so good that a few years later the militarj’ 
authorities decided to erect regular establishments, of which the first 
in date was that of Hammam Meskoutin, founded by the Medecin- 
inspecteur B^gin in 1843. Complete statistics of the cases treated at 
Hammam Meskoutin, including diagnosis and results, were kept ‘ from 
the beginning, and case-records of about 2,000 cases have been 
preserved [2]. 

It is probable that these figures may be accepted as fairly represent¬ 
ing the treatment of medical and surgical military cases at thermal 
baths. Bheumatism accounts for nearly .half the total, or 904 cases, 
including both the civil and military, rheumatic affections being common 
in Algeria. Of these, 789 were cured or relieved by the baths. The 
next group is exclusively military, 509 cases resulting from traumatic 
lesion. These comprise unhealthy or adherent cicatrix, nerve pains, 
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muscular atrophy, bony deformation, articular and peri-articular effusions 
— all following gunshot wounds — also fractures, dislocations, sprains, 
and other injuries. Of 283 cases resulting from gunshot wounds sub¬ 
mitted to the baths, 225 were cured, or relieved; of fractures, 90 out 
of 101; of dislocations, 10 out of 13; of sprains, 19 out of 23. At 
Hammam B’kira the military bath hospital is furnished with three 
piscines of moving water, also with bathrooms and douches, and has 
accommodation for fifty officers and men. 

“ The action of thermal waters,” says Hanriot, “ especially if 
sulphided or chlorided, is very powerful in traumatic lesions, and the 
natives of Algeria are well acquainted with the fact ” [2]. It is an old 
opinion that some waters have a remarkable power in cicatricial cases, 
and sulphur waters have enjoyed this reputation for centuries. It is 
believed that compresses of sulphur water are as efficacious as baths. 
I may here remind you that in France cold water dressings were 
strongly advocated in surgery by the great Ambroise Par6 as long ago 
as 1553 : and that they were much employed by the army surgeons in 
the Napoleonic Wars. No doubt this early aseptic practice was a 
great improvement upon the less cleanly methods then in vogue. 

Italy. 

Italy is the chief inheritor of the Boman tradition, and for hundreds 
of years Italian physicians have been foremost in the advocacy of 
the rational employment of waters and climates. I need only refer to 
Savonarola, grandfather of the ill-fated prophet; to Baccius, of Venice, 
in the sixteenth century; to Giannini, of Milan, in the beginning of the 
nineteenth century; to Semmola, and Vinaj, and Maggiora, in our day. 
Professor Casciani, Lecturer on Medical Hydrology in the University of 
Borne, tells me that there are at present five military bath stations 
in Italy {Stabilimenti Balneari Militari) —namely, Acqui (160 beds), 
Becoara (60 beds), Castellamare-di-Stabia, on the Bay of Naples, and 
Salsomaggiore (30 beds), besides the hospital at Ischia, founded in 1875, 
with 120 beds. It is recorded that the baths of Bormio and Abano were 
used for soldiers in the sixth century. 

I should add that in Italy, as in France, most of the great hospitals, 
civil as well as military, are equipped with appliances for hydrotherapy, 
that is, for baths at various temperatures, and for douches with and with¬ 
out massage, together with the ubiquitous electric light bath, so that in 
general physiotherapy is available in those countries for hospital patients. 
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including military cases, without recourse to the special treatment of 
the health resort. Consequently, many military patients in those 
countries obtain bath treatments during their stay in hospital. 

A short reference to the procedure by which military cases are 
selected for treatment at the Italian health resorts may be not without 
interest. These establishments are open in the summer months, and 
the cure is divided into twenty-day periods, or mute. Lists of the cases 
recommended for treatment are made out in April and “ forwarded 
to the administrative medical officer, of the (territorial) division, who 
prepares a consolidated return, with remarks as to whether the case 
is suitable or not for undergoing a muta in the bathing establishment 
concerned. This goes to the War Office, and there a general roster 
of mute is prepared and issued to the army corps commanders for 
necessary action ” [vide infra, 3]. As regards the cost of treatment, 
there is a scale of payments, ranging from one penny per day for 
privates to eight shillings for general officers. It should be added that 
both officers and men may be sent to any of the sea-bathing resorts 
(bagni marint) for similar twenty-day periods of cure, under local 
divisional arrangements. 


Austeia-Germany. 

In Germany, in addition to the convalescent homes there are insti¬ 
tutions (Militdr-Kuranstalten) for special after-treatment. These are 
seventeen in number, and are distributed among various health resorts 
and watering-places in Germany. Among them may be mentioned the 
Wilhelm-Heilanstalt, which was established at Wiesbaden for wounded 
and sick officers and men after the wars of 1864 and 1866. Wiesbaden, 
as we know, has a warm salt water, but the establishment is also fitted 
for simple hydrotherapeutic and medico-mechanical treatment. At 
Landeck there is a similarly equipped Militdr-Kurhaus, founded after 
the Danish campaign in 1864. Teplitz-Schdnau in Bohemia is par 
excellence the “ soldiers’ spa ” for Austria-Germany. The Militdr-Bade 
Institut was founded by Friedrich Wilhelm III for the Prussian Army 
in 1825, with accommodation for three officers and fifty-six men. 
There are also separate establishments for the soldiers of Austria and 
of Saxony. The fame of these weakly mineralised thermal waters 
for wounds and injuries dates, like that of Eaux-Bonnes, from the 
experience after a single battle, the great Battle of Leipzig in 1813, 
after which large numbers of the wounded were brought to Teplitz for 
treatment. I should also mention the military bath hospital at Nauheim 
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(43 beds); and there are other establishments at Driburg (Westphalia), 
Norderney, Suderode, Salzburg, and elsewhere. 

Austria-Hungary has military hospitals {Militdr-Heilanstalten in 
Kurorten) at most of the medicinal spas. According to Surgeon-General 
Macpherson [3], to whose writings I am indebted for these notes, they 
are twelve in number—namely, two at Baden, near Vienna, and one at 
each of the following places; Carlsbad, Teplitz-Schonau (already referred 
to), Hercules-Fiirdo, Hof-Gastein, Postyen, Trencsin-Teplitz, Budapest, 
Topusco, Lipik, and Tdplitz. There is also for the Landwehr an estab¬ 
lishment at Esiz. 


Russia. 

In Russia, according to the same authority, there are twenty-three 
army medical stations (sanitamiya stantsii) devoted to the treatment 
of sufferers from chronic disease and for special treatments at health 
resorts. 

United States op America. 

The Surgeon-General at Washington informs me that the United 
States Government maintains an Army and Navy General Hospital at 
Hot Springs, Arkansas, where suitable military cases obtain the natural 
baths and medical care at a nominal cost. These springs were reserved 
many years since by Act of Congress for the use of the State. This 
institution is at present the only one of its kind in America. The 
Commandant is good enough to tell me that it is complete in its hydro- 
therapeutic appliances, provision being made for all forms of baths, as 
well as for massage and temperature therapy. I am given to under¬ 
stand that all the larger general hospitals for the Army and Navy in 
the United States are equipped with a system of hydrotherapy. 

Japan. 

I am told that in Japan wounded soldiers have been sent to the 
warm salt springs of Yamanaka and Atami, and for rheumatism to the 
hot sand baths of Beppu. 


British Empire. 

The foregoing is a brief account of the Military Bath Hospitals in 
other countries. That ours is a peace-loving land is perhaps the reason 
why there is no such establishment in connexion with any of the British 
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waters, either in the three kingdoms or at the other hot springs of the 
Empire—whether in India, New Zealand, or elsewhere. Some of the 
British health resorts are well adapted for this purpose, and many 
years ago our Honorary President, Sir Hermann Weber, proposed the 
establishment of such a hospital at Bath. It is true that in most of the 
countries we have mentioned the thermal and other springs are the 
property of the State and not only the springs but even the great 
hospitals are State property. A government, like an individual, may 
well be more ready to utilise and develop its own resources than to 
perform the same service for private individuals, and medical opinion 
and authority are perhaps more readily focused upon therapeutic 
resources that are supported or recognised by the State. Those con¬ 
ditions for one reason or another have not hitherto existed in our 
country. 


Conditions amenable to Bath Treatment. 

We may, in conclusion, briefly refer to some of the varieties of 
chronic disease, both surgical and medical, that are likely to be met 
with in soldiers and sailors leaving our military hospitals, and which we 
believe to be, in the majority of cases, amenable to bath treatment. 

For an account of the known reactions of the body in various 
conditions of disorder and disease to medical baths, reference must be 
made to works upon hydrology. It must suflfice to say here that these 
reactions have been recognised and defined with some precision, and 
that many of them follow with almost mathematical accuracy the 
slightest variation in the temperature, duration, or other characters of 
the bath. They can be invoked for the whole body or limited to par¬ 
ticular parts. They can be varied and alternated at wull, and made 
cumulative and more or less permanent by repetition. Like a ship's 
helm, these reactions respond to every movement of the steersman's 
hand. It will be conceded that bath treatments have therefore a 
potential both for good or evil, and that they require skill, not only in 
their choice, but in their administration. 

Surgical Cases. 

With reference to surgical cases, I may quote the summary in the 
French Cliniques hydrohgiques [I]. In simple fracture it is held that 
consolidation of the bone and restoration of the limb may be accelerated 
by several months by the use of baths. In compound fractures, and 
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where osteitis and necrosis have occurred, certain baths, particularly 
some thermal and sulphur waters, seem to have the power, by modifying 
the nutrition of the part, to alter the suppurating -surface and promote 
absorption of exudation and the discharge of sequestra. In the case 
of fractures in the proximity of joints—for example, the knee—with 
stiffness following immobilisation, natural thermal baths at a tempera¬ 
ture between 95° and 105° F. bring about decongestion of the tissues, 
and the re-absorption of peri-articular exudations, and at the same time 
counteract muscular atrophy and tendinous and articular stiffness. We 
may note here a familiar observation, that the movement of stiff and 
painful limbs, otherwise almost impossible, may often be performed 
with comparative ease in deep, hot baths. Long-continued baths at a 
somewhat lower temperature are employed not only for their general 
sedative effect, but to reduce oedema, relieve pain, and restore the local 
circulation. 

It is a golden rule in hydrology that every kind of thermal bath is 
contra-indicated, not only in the presence of cardiac weakness, but also 
in febrile cases, and in acute or subacute or inflammatory conditions of 
all kinds; and that these baths, of which the heat is superior to that 
of the body, are applicable only in chronic disease, where the tissue 
reactions are defective and sluggish or perverted. It may often be 
observed in the history of a somewhat protracted case that there comes 
a moment when acute conditions have subsided and when a stimulating 
or thermal bath treatment is indicated, although previously inapplicable. 
Such stimulating measures would be injurious in the early stages of 
serious sprains, in peri-articular contusion, or in a traumatic arthritis or 
synovitis, in which it is above all necessary to allow the acute reactions 
to subside. But two or three months after the accident, should the 
pain and swelling persist, and muscular atrophy set in, salt or sulphur or 
thermal baths, according to individual conditions, together with massage, 
movements, and douches, have their proper and invaluable place. 

The degree of heat to be employed in surgical cases needs careful 
consideration. We know that continued bathing at a moderate or 
sub-thermal temperature is by itself favourable to asepsis and to the 
cicatrisation of wounds. But higher or thermal temperatures may 
often be injurious, for example where, to quote again the French 
Cliniques, an unhealed cicatrix leads to an intermuscular sinus. On the 
other hand, these thermal temperatures, with or without douches and 
mechanical treatment, are helpful after many injuries—particularly for 
muscular and tendinous contractions; for nerve lesions, if the nerve 
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is not divided or has been reunited, and where motor, sensory, and 
trophic symptoms have resulted from contusion or concussion of nerves 
in dislocation of a joint or splintering of bone ; and lastly for removing 
articular adhesions, if not of too long standing. The same authorities 
emphasise the importance, in surgical cases, of choosing not only 
appropriate local treatment, but a bath station -which is well adapted 
to the general condition of the patient’s health. 

Rheumatism. 

Kheumatic affections bulk largely in the health statistics of armies 
in times of peace, and the diagnosis “ rheumatism ” is quite as com¬ 
monly used for those who are invalided in war. The conditions so 
designated are of course various, but sometimes appear to be analogous 
to what has been described as “ fatigue fever,” met with after extreme 
and long-continued physical exertion, as in forced marches, especially 
when the men are not fully trained. An excessive muscular metabolism 
causes in this condition an accumulation of waste products within the 
muscles, and a slight general septic intoxication, the symptoms being 
exhaustion and stiffness and acute pain on movement. If the muscular 
work is too greatly prolonged, what has been called “organic exhaustion” 
ensues, perhaps with cerebral disturbance [4]. 

In slighter cases immediate relief is obtained by stimulating the 
circulation in the muscles, and so sweeping away the waste products. 
A good example of this rapid cure of abnormal fatigue is the regulation 
hot bath after a day’s hard deer-stalking in Scotland. We are told that 
at the Front hot baths are now greatly appreciated by men fatigued 
ffom duty. Even when the case is serious and of many weeks’ 
duration, the judicious use of hyperthermal baths sometimes gives 
surprising relief. 

Professor Bussell, of Edinburgh, has recently given me a verbal 
account of some soldiers admitted under his care into the Eoyal 
Infirmary from the fighting line in France. Those men had been in 
the retreat from Mons and in the advance to the Aisne, and had been 
invalided on account of “rheumatism” ; one of the men, who was in the 
Royal Field Artillery, was so ill before he left the Front that he had to 
be helped on to his horse, and when admitted to the infirmary seemed 
to have little power in his legs. All the men were very greatly and 
promptly relieved by a hot bath; the effect on the artilleryman was 
marked and immediate. The treatment in all the cases was curative. 
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The bath was taken as hot as the patient could bear it, and some 
ammonia was added to the water. 

Painful synovitis in a single joint, especially the knee, appears to be 
common in those who have occupied cramped positions in the trenches. 
In others there are deposits and thickenings in the connective tissues, 
more or less generalised, to which the names “ fibrositis ” and “ neuritis ” 
are variously applied. All experienced spa physicians will agree that 
such cases, when the acute phase has passed away, furnish a large 
proportion of successes in their practice. 

Nervous Disorders. 

Finally, with reference to nervous disorders, to the prevalence of 
which among sufferers from the war there is .too much evidence, we 
have a sure basis for the use of baths. It has been proved that 
treatments operating upon the surface of the body have a powerful 
influence not only upon the circulatory but upon the nervous system. 
Moreover, according to the procedure employed, it is within our power 
to obtain widely different, and indeed entirely opposite, results. For 
example, with a proper choice of temperature, one may stimulate and 
increase, locally or generally, a depressed nervous action. At another 
range of temperature one can, with equal readiness, mitigate and 
diminish an excessive action, and that is as regards temperature alone. 
It is not too much to say that functional disturbance in either direction 
is amenable to surface treatment. 

It follows that in many nervous disorders stimulant or sedative 
baths, skilfully adjusted to the case in hand, can be suitably employed. 
Where a stimulant effect is desired, hot air and other thermal baths and 
douches are to be preferred; but where, as is now too often the case, 
a more profound exhaustion is shown by irritability, depression and 
insomnia, we can recommend the sedative type of bath, given at a lower 
range of temperature and often continued for a considerable time. 

In chronic nervous diseases and disorders but little distinction can 
be drawn between military and civil cases. I will only add that the 
treatment of these affections forms an important chapter in hydrological 
medicine. 

Taken together, the foregoing indications, medical and surgical, 
appear to my own mind to point to the conclusion that baths of one 
kind or another have a useful place in the treatment of military 
cases. One word as to locality. The treatment must surely be first of 
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all in the hospital, if and when such baths are to be found; secondly, 
in the total, where adequate baths and also means of transport are 
available ; and, thirdly, in the last stage, at the health resort. 

During the coming year many men will leave our hospitals free 
from acute trouble, but suffering from its results. Not a few will 
exhibit, in addition to their local injuries, the effects of physical and 
mental shock. They cannot be returned to their homes, or even to 
convalescent homes, without further relief. They w’ill need not only 
patient and prolonged care, but the knowledge that something is being 
done for them. The appropriate remedies, both physical and psychical, 
belong especially to the health resorts, and it is the raison d'etre of 
these places, when the acute illness has passed, to apply an after- 
treatment to the problems of incipient and chronic disease. 
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DISCUSSION. 

Dr. F. G. Thomson (Bath) : I think the Section will agree that 
Dr. Fortescue Fox has been particularly happy in the selection of the 
subject of his paper. There could be no time more opportune than the 
present for discussion of the value of balneo-therapeutic and allied 
fortps of treatment in the diseases and disabilities incidental to warfare. 
Whatever may be the outcome of the present War, one thing at least is 
quite certain—viz., that a large and increasing number of soldiers will 
be invalided home for rheumatism, fibrositis, and similar conditions, as 
the result of exposure to wet and cold, together with the severe strain 
incidental to modern warfare. As these are the particular conditions 
for which treatment by climate, baths and massage is peculiarly suit¬ 
able, it w'ould appear to be the duty of the country in general, and of 
this Society in particular, to see that the best possible use is made of 
such facilities as the health resorts of this country afford in the treat¬ 
ment of invalided soldiers. 

Though no organisation has existed hitherto in this country to 
provide for the systematic use of baths and similar treatment for 
military purposes, it would appear, nevertheless, that soldiers of all 
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ages have visited our different health resorts in considerable numbers 
to get cured of the various diseases and disabilities incidental to 
warfare. Thus Bath appears to have been frequented by soldiers for 
curative purposes so far back as the time of the Eoman occupation. 
Inscriptions still exist, engraved on tablets dedicated to Minerva, which 
c(Hnmemorate the cure of Eoman legionaries, who came long distances 
to undergo a course of baths. Among them, three appear to have come 
from York, three or four from Chester, and at least one from South 
Wales and Caerleon, respectively. The fact that these men undertook 
what was then a long, arduous, and probably dangerous journey from 
such places as York, Chester, and South Wales, indicates considerable 
and widespread faith on the part of the Eoman soldier in such forms of 
treatment as Bath was then able to afford. Subsequent to the Eoman 
occupation Bath suffered itself in no small degree the horrors and 
vicissitudes of warfare. The city was sacked, plundered, and burnt on 
various occasions, and the bathing establishment erected by the Eomans 
was so effectually demolished that what little remained lay buried and 
forgotten for many hundreds of years. 

It is not till the eighteenth century that we find further records of 
soldiers coming to Bath for treatment of diseases contracted in waj'. 
Since then every big campaign appears to have supplied its quota of 
military patients. The records of certain soldiers during the eighteenth 
century are interesting at the present time, as it is expressly stated that 
their diseases were due to lying on the cold, wet ground during the 
Flemish Wars. Of one soldier it is stated, that after twenty weeks in 
Guy’s Hospital he was discharged as incurable, and invalided out of the 
Army. On admission to the Mineral Water Hospital (1758) “ his joints, 
vertebrae, and sternum, upon motion or pressure might be heard or felt 
to crackle, as is usual in scorbutic habits.” ‘ After three months’ treat¬ 
ment he had recovered, with the exception of some crackling of the right 
shoulder, and was' eventully discharged “ fit for His Majesty’s Service.” 

In 1780, Nelson, then in his twenty-second year, was invalided to 
Bath to recover from the effects of an expedition to the West Indies. 
In February, 1781, he writes to his friend Captain Locker giving his 
experiences of the bath, and says that he is a ” most docile patient.” 
He says; ” My health, thank God, is very nearly perfectly restored, 
and I have the perfect use of my limbs, except my left arm.”® 

Coming to more recent times, we find that during and immediately 

' “ Three Tracts on Bath Water,” R. Charloton, M.D., 1774. 

- “ Historic Houses of Batli,” Meehan, 1883. 



60 Thomson : Value of Medical BatJis for Invalid Soldiers 

after the South African War, 113 soldiers were admitted to the 
Mineral Water Hospital from Netley and other military hospitals. 
Of these, all hut four were classified as rheumatism, arthritis, and 
sciatica. Ninety-nine were cured or relieved, eight were not benefited 
by treatment, and six were for various reasons discharged before their 
course of treatment was completed. Since the commencement of the 
present War we have had (up to January 15, 1915) ninety-seven soldiers 
in the Hospital, of whom just over one half were Belgians, and apart 
from hospital cases, I understand that over fifty officers (British and 
Belgian) have been sent to Bath for treatment. 

As a result of general observation, supplemented by such special 
experience as the present War has afforded, I should say that the follow¬ 
ing classes of patients are those most suitable for treatment at Bath:— 

(1) The various forms of arthritis, fibrositis, muscular rheumatism, 
sciatica, and lumbago. 

(2) Wasting due to nerve lesions, where the nerve has either 
escaped section or been repaired by surgical measures. 

(3) Traumatic neurasthenia. 

(4) Stiffness, pain, and limitation of movement following on gunshot 
wounds affecting the joints or muscles. 

I have been specially struck with the amount of stiffness and pain 
which follows simple clean bullet wounds through the muscles of the 
limbs, and the rapid improvement which follows appropriate treatment 
by douches, massage, and passive movements. 

Speaking generally, the results of treatment of soldiers treated at 
Bath has been decidedly good. Cases of rheumatic pains due to 
exposure or to standing in wet trenches have responded more readily 
than cases of painful joints and muscles in which strain has been the 
primary factor. Patients suffering from nervous shock due to the near 
explosion of big shells have also recovered with surprising celerity. 
The recuperative power of Belgian soldiers appears, on the whole, to 
have been on a decidedly lower plane than in the case of our own men. 
This is probably due to their having suffered greater privation, and 
possibly to some extent to the mental depression incidental to the 
invasion of their country by the enemy. 

I cannot help feeling that the military authorities have failed to 
take full advantage of such facilities for treatment as Bath affords. At 
the commencement of the War the City authorities placed the bathing 
establishment unreservedly at the disposal of the War Office for officers 
and soldiers invalided home from foreign service. The Committee of 
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the Mineral Water Hospital also offered the whole of their beds, and 
were prepared to increase their accommodation to take in 250 patients. 
Yet up to the present date (January 15) we have had altogether only 
about 100 cases from the British Army and about 70 or 80 Belgian 
soldiers. The reason for this is probably to be found in the fact that 
there is as yet no organisation for selecting and dispatching cases 
suitable for treatment at this and other health resorts. There most 
have occurred many hundreds of cases of pain, stiffness, muscular 
wasting, and limitation of movement, due to disease, injuries, and 
wounds, which would derive greater benefit from baths, massage, 
passive movements, and similar forms of treatment, than such treat¬ 
ment as they are likely to get in a surgical hospital. . 

The medical officers in charge of the big military base hospitals are 
probably so pre-occupied with the immediate necessities of the patients 
under their care that the question of after-treatment receives secondary 
consideration. Many of the cases of unwounded rheumatic soldiers 
which have come to us have been kept four, six, eight, or even ten 
weeks in hospital before they are sent to os. It has appeared to me 
that some real advantage would be gained by the appointment of 
physicians with some special knowledge of health resorts to pay 
periodical visits to the military base hospitals, with a view to the 
selection of cases suitable for removal to such places. The medical 
officers in charge of the hospitals would probably welcome such an 
arrangement as tending to clear their beds of less urgent cases, and the 
patients themselves would derive all the benefit to be obtained from 
more suitable treatment at the earliest time. The country in general 
would also be the' gainer by any such measure as would promote the 
early return of the soldier to health and efficiency. 

Dr. C. W. Buckley (Buxton) : The earliest evidence of the use of the 
Buxton mineral waters by military authorities appears to go back as far 
as the times of the Bomans, since there were several Homan roads con¬ 
verging upon Buxton, traces of which still remain, and signs of a Homan 
camp having existed there. In addition, the remains of Homan baths 
have been found at various times: one was of timber lined with lead, 
another which measured 30 ft. long by 15 ft. wide was of brickwork and 
concrete. These remains were for the most part removed by enthusiastic 
improvers in the seventeenth and eighteenth centuries. It may reason¬ 
ably be assumed that these baths were used by the military only, 
since the inaccessibility of the district at that period renders it very 
improbable that civilians would penetrate so far. 
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The earliest written records are of the Elizabethan period, and refer 
to the visits of Mary, Queen of Scots, between 1570 and 1583. This 
unfortunate monarch appears to have suffered much from rheumatism, 
probably of the fibrous variety. Eminent soldiers and statesmen were 
also visitors about the same time, notably, the Earl of Leicester, Lord 
Burleigh, and the Duke of Sussex. Beyond this, however, the records 
do not indicate that soldiers came to Buxton in any numbers at this 
period. The Devonshire Hospital has during many years past treated 
numbers of soldiers from Aldershot and other large military centres 
chiefly for sciatica and the later stages of rheumatic fever with marked 
success, while officers on furlough from India have formed a definite 
proportion of the annual visitors for the cure, suffering for the most 
part from the sequelae of malaria and other tropical diseases. 

Soon after the outbreak of the present war the Board of the Devon¬ 
shire Hospital offered to the War Office one half of its beds for the 
treatment of soldiers, 150 altogether, and intimated that more would be 
provided if required. An independent Bed Cross Hospital of 50 beds 
was also established. The municipal authorities in their turn offered 
free treatment at the mineral baths to any soldiers or sailors invalided 
on active service, an offer which was readily accepted by the War Oflice 
and the Admiralty, and which is being taken- advantage of to an 
increasing extent. The cases which have been sent to Buxton hitherto 
may be divided into two classes: (1) Those convalescent from wounds, 
or at least sufficiently so to permit of them travelling thither without 
an ambulance train; (2) those suffering from rheumatism, sciatica, 
irritable or overstrained heart, synovitis, &c. 

The first class do not receive bathing treatment, and therefore do 
not come within the scope of this discussion, with the exception of those 
cases in which stiff joints have resulted from the effect of the wound, 
and cases where nerves have been damaged by the passage of a bullet 
or other missile with consequently a varying degree of paralysis. Such 
cases benefit greatly from the proper use of the resources of a well- 
equipped spa. The methods adopted are massage, hot douching, 
electricity—either galvanism or faradism, or, in suitable cases, ionisation 
—and passive movement of stiff joints by various methods. 

The second group are those in which mineral water and spa treat¬ 
ment are of the greatest service, and there is no doubt that if such 
cases were promptly sent from the base hospitals in this country to the 
spas they would make much more rapid recovery and the Army would 
be deprived of their services for a much shorter time than is now the 
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case. It is unnecessary to describe in detail the management of such 
cases as come under the head of rheumatism, fibrositis, sciatica, &c.; 
they are ■well understood by all spa practitioners. It does not follow, 
however, that any spa will do equally well. The indications for saline 
waters such as Droitwich, sulphur waters such as Harrogate and 
Llandrindod, and thermal radio-active waters like those of Bath and 
Buxton, differ widely and deserve careful consideration on the part of 
those authorities who have to distribute the cases of this second group. 
The cases of the first group will do equally well at any place possessing 
the necessary equipment. It would be a task well worthy of the mem¬ 
bers of this Section to endeavour to formulate clearly the indications 
for the different spas, and the result would be greatly to the advantage 
of the spas themselves as well as to patients, military or otherwise. 

Fibrositis in its various forms appears to be the condition most 
frequently met with, resulting from damp and exposure. It yields to 
treatment promptly and completely as a rule. Becently I have seen 
a man, invalided out of the Army for severe fibrositis, who took 
advantage of his freedom to enter the Devonshire Hospital at Buxton 
forthwith, and there is every reason to expect that he will soon be 
fit again. Had the effect of spa treatment been tried before he was 
invalided he might still be serving, and I have no doubt there are 
many similar cases. 

Cardiac cases are met with frequently among soldiers invalided 
home, the most important type being cases of irritable heart resulting 
from overstrain as usually seen in young soldiers. These react well as 
a rule to the Nauheim method of treatment combined with restricted 
exercises or graduated hill-climbing. 

Synovitis from sprains is commonly met with and needs no comment. 
I have also seen several cases of injury to the foot from the wheel of 
a waggon or gun carriage passing over it, and flat foot is often the 
cause of the soldier falling out on the march and ultimately having 
to be sent home. 

One case of injury without wound which came under my care is 
perhaps worthy of special mention. A bandsman in a Highland 
regiment who was carrying out his duties as a stretcher-bearer was 
captured by the enemy and tied up with several other men. His right 
arm was secured by a cord passed tightly several times round his 
forearm and that of his next neighbour. He complained of pain from 
its tightness and his captors forthwith tied it more tightly than before. 
When he came under my care six weeks later the hand was swollen 
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and oedematous ; the muscles of the forearm were pulpy and powerless ; 
he could not move his hand or wrist except in pronation and supination. 
He made a fair but slow recovery, but had lost his nerve to a great 
extent, and how far this will be regained is rather doubtful. 

This loss of nerve is likely to bring many cases for spa treatment 
as the war goes on. Up to the present I have seen very few. We 
shall see more of them later, when having been cured of their wounds 
in the general hospitals the nervous symptoms come more prominently 
under notice. For such cases the quiet, well-ordered life of the spas 
will be of the greatest value, and the bracing climate of Buxton will, I 
anticipate, attract many. Hospitals are not generally suitable for cases 
of this kind. The value of hydriatic treatment of various kinds in such 
cases is very great; douches, sprays, long-continued warm baths and 
packs, all have their place and will, I feel confident, restore many a 
wrecked nervous system to health again. It will not surprise me if the 
value of military medical baths proves to be the greatest in these cases. 

Surgeon-General M. W. Russell, D.D.G., A.M.S.: So far as the 
treatment by means of hydrotherapy of injuries and disabilities in¬ 
curred by soldiers is concerned, the readers of the papers have been 
preaching to the converted, for the military medical authorities have 
long been aware of the virtues of such treatment, proof of which may 
be had from the many instances quoted in the papers read. You 
gentlemen here represent those who are most versed in the knowledge 
of balneological affairs and are fully aware of the peculiar properties 
of the many baths in Britain. It probably seems strange to you that 
so little use is made of them. If we look to the Continent we see there 
that the various medicinal spas are thoroughly well known and greatly 
frequented by the people. This is not so much the case in this country, 
and the only reason I can think of to account for this neglect is that 
the healing properties of the treatment afforded at our watering places 
are not sufficiently brought to the notice of the public and of the pro¬ 
fession. To educate the former it is necessary that the latter should 
be well instructed, and perhaps without being disrespectful it may be 
said that the instruction of our profession in the use of the curative 
waters in our own island is not very fully developed. The Section is 
clearly the body best fitted to develop this instruction and to take op 
this question of education. Once the profession is convinced of the 
great value of the treatment to be obtained in our watering places these 
will be no longer neglected by the public. With reference to their use 
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in connexion with sick and wounded soldiers returned from the war, 
we are of opinion that the Section of Balneology and Climatology of 
the Boyal Society of Medicine can render very material service, and 
I would venture to suggest that the Section, whose members are the 
acknowledged authorities on this subject, should form a Committee to 
codify and disseminate information with regard to the special treatment 
to be obtained at these centres. I would suggest that the Committee 
should draw up a list of baths in the British Isles giving, in each 
instance, the medicinal qualities and stating the particular diseases and 
disabilities for which each is suitable. This Committee might also ascer¬ 
tain what facilities exist and would be offered for the treatment of sick 
and wounded soldiers at each of the places mentioned. If some such 
authoritative information were placed at the disposal of the War Office 
it would be a simple matter to distribute it to the various military 
hospitals throughout the kingdom and to make arrangements for the 
transfer of suitable cases from these hospitals to the different watering 
places where special treatment could be afforded. A real service might 
be done for those soldiers who are likely to profit by this line of treat¬ 
ment for which opportunities now exist, but which opportunities are, 
unfortunately, not thoroughly known. 

Dr. Pbeston King (Bath); Experience shows the marked benefit 
that follows the use of the thermal waters by those invalided home 
from the Front. Most of those who have used, and are using, the 
Bath waters are suffering from lumbago, sciatica and rheumatism 
brought on by cold and exposure—cases such as we have been accus¬ 
tomed to treat and relieve in the baths at all times, and their treatment 
presents nothing special in its features. Besides these we are treating 
with marked benefit many cases of injuries and stiff joints caused by 
wounds, fractures and contusions. In addition to all such I have seen 
many cases where the patients have been suffering from nervous sym¬ 
ptoms as a result of the awful strain that they have been exposed to. 
The sedative influence of the waters combined with rest and quiet does 
much to restore sleep and relieve these cases. 

Dr. W. P. Kennedy (Bath): I would like to record my impressions 
of rest and warmth immediately following thermal baths, in military 
cases, especially when invalided home from the Front. In men of 
strong physique, who can well tolerate frequent warm baths, it appears 
to me to have an enhanced value. Some few of our heroes, even 
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though they may not admit it, have had a long period ef strain upon 
the nervous organism, and reserve power may he much lessened with¬ 
out the fact being patent either to themselves or to the observer. 
Yet close examination may reveal some symptoms pointing to such 
a condition of nervous alteration. Such patients take four or more 
thermal baths in the week and are ordered to remain one and a half 
br two hours in bed immediately after the pack. Though at first the 
inconvenience and trouble of lying up so often is irksome, the patients 
soon exhibit complete acquiescence, and even court and enjoy the 
exhilarating after-effects. One often finds, even among those who 
profess they never can sleep in the day, that after the first four or 
five baths the patient dozes during this rest, and also that his sleep 
at night becomes more profound, and that he sleeps longer at a time, 
and often confesses it to be more invigorating than hitherto. This 
plan of treatment seems especially useful in gouty subjects—and in 
those exhibiting the gouty diathesis, in whom cold extremities are 
often common. It is often a means of ameliorating this sense of 
chilliness, and the condition is improved for months subsequent to the 
course of baths. It appears to me that in these subjects there is a 
tendency to a retarded flow through the small arterioles, and stagnation 
in the capillaries and lymph spaces—consequently we get a lessened 
metabolism. The baths, aided by subsequent warmth, appear to relieve 
this condition, metabolism is stimulated, and the whole circulatory 
system tends to a general restoration of a higher reserve potentiality 
—thus producing a greater buoyancy and sense of well-being. The 
greater the amount of rest and sleep and the more profound these 
are, the greater the storage of reserve power, nervous, circulatory and 
assimilative. I have been struck by the fact that some men of high 
physical power, capable of great endurance and power of work, think 
they have weak hearts because of their cold feet and hands. Even 
where the rhythm, rate and apex beat of the heart are satisfactory, 
and the condition of the pulse normal — or only depart from the 
normal in a quite microscopic degree—the patients still suffer in this 
way. I look upon them as having some stagnation of the circulatory 
system in its peripheral parts. It may be labelled a weak circulation, 
but my experience is that oftentimes these men have a particularly 
strong heart, and that when you relieve the peripheral circulation you 
restore a good circulation, and this insures a complete restoration from 
coldness in the extremities. This experience makes me wish to impress 
the importance of rest and warmth as valuable auxiliaries following 
thermal bath treatment in such cases. 
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The Teutonic Health Resorts and their Substitutes. 

By Leonaed Williams, M.D. 

1 DESiBE to make it clear at the outset that this paper is no mere 
contribution to the endeavour which is being made to capture German 
trade. Such would no doubt be a legitimate and even a laudable 
purpose: but the work would be one of supererogation, for it is quite 
certain that, rightly or wrongly, invalids from these islands will of 
their own accord refrain from visiting German watering places for 
many years to come, and it behoves us to be prepared to offer such 
people substitutes in France and Great Britain for the places to which 
they might otherwise be inclined to go. 

And first of all let us examine into the causes which have secured 
for the enemy resorts that popularity to which they have undoubtedly 
attained. It cannot be pretended that these enemy resorts are possessed 
of climates so admirable or of waters so exceptional that they cannot 
be matched and even surpassed by stations within the zone of our 
sympathetic political interest. Neither can it be urged that what may 
be termed the handling of these climates and waters by the local 
medical men is so remarkably skilful as to cause the French and British 
spa physicians to bow their heads in becoming humility. Nor can it 
be truthfully suggested that the standard of comfort, the means of 
legitimate recreation, and the public hygiene, are more carefully studied 
in Germany and Austria than they are in France and at home. How, 
then, can we account for the vogue which these stations have enjoyed 
amongst the well-to-do British during the last forty years ? There are 
two reasons. The first, and by no means the least import^t, is 
A —2 
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historical. It is that they were first in the field. Ever since the day, 
in 1826, when Priessnitz, an ignorant Silesian peasant, organised his 
establishment at Graefenberg for the cure of all diseased conditions 
by cold water, and achieved for himself a perfectly phenomenal success, 
the profession in Austria was obliged to study his methods. It was due 
to Professor Winternitz and his pupils that these methods eventually 
found a scientific justification, and that consequently from about 1880 
onwards the cult of baths and waters so spread over Austria and 
Germany that wherever a natural mineral spring was discovered, there 
would surely arise a well-equipped health resort with scientists to study 
its properties and disinterested people to advertise them. It was the 
success of the Austrian and German stations thus established which 
provoked the emulation of similar places in France and England. But 
the lead gained by the former has never been lost. 

The second reason is essential in the Teutonic character. The 
Teutonic patient is docile, submissive, obedient. The militarism under 
which he has been born and in which he has been carefully nurtured 
teaches him these virtues. He no more dreams of disobeying his doctor 
than he dreams of flouting the drill-sergeant. Orders are given by the 
one in the same spirit and in much the same tones as those shouted by 
the other. In Germany, if you wish to be taken seriously you must 
raise your voice and roll your eyes. It is the cultured method, and the 
physician adopts it. He writes down in the minutest detail how the 
patient is to spend every quarter of an hour of his day, even to the 
number of respirations allowed per minute, and brandishes a minatory 
forefinger to punctuate the importance of each successive item. He 
signs the whole as though it were a military order. Is it any wonder 
that it is observed as such ? 

And, as the doctor, so is the health resort. Everything is minute, 
particular, exact, orderly, studied. All the patients do exactly the same 
thing at exactly the same hour in exactly the same way. The whole 
place is a model of military uniformity, a reflection in the mountains 
of the parade ground at Potsdam. As the Times expressed it in a wider 
sense, invalids are here blue-booked, tabulated, and inspected into health 
and happiness, whether they like it or not. 

Now the superficial observer might easily conclude that such things 
would serve only to repel the French or British visitor. But they do 
not. They seem, on the contrary, to attract him. All patients, whether 
male or female, are feminine in the sense that they like to feel that 
they are being disciplined. Time does not hang heavily on the hands 
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of him who is doing what everyone else is doing. It is only when he is 
left to himself that he is bored. 

It has scarcely ever fallen to my lot to suggest a British health 
resort to a patient without being met with the objection, “ Oh, but 
I shall be bored to tears.” To a similar suggestion concerning a French 
station the objection usually takes the form of a difficulty concerning 
the language. Very few French physicians speak English, and an 
English physician at a French health resort is a rare bird; and, on 
account of the almost insuperable difficulties placed in the way of 
English doctors qualifying to practise in France, he is rapidly becoming 
extinct. Parenthetically I may be allowed to suggest that the present 
is a suitable time for rectifying this anomaly. Against the Austrian or 
German health resort boredom is never urged, and, Germans being 
excellent linguists, the language difficulty never arises. The objection 
which is usually raised, if indeed an objection be raised at all, is that 
the cure is too strenuous, that it is in no sense a holiday, that the 
patient will come back more fatigued than when he set out, that 
an after-cure will probably be necessary. Such objections are easily 
overcome by a little diplomacy, whereas those which deal with boredom 
and the difficulties of language are generally insuperable. 

Now this attitude of seriousness in what may be termed the ritual 
of their cure is one of the most powerful assets of the Teutonic health 
resorts. They do not, as we and the French are too apt to do, depend 
entirely upon their climates, their baths or their waters, but they study 
diet, exercise, recreation of mind, and the physiological effects of 
discipline. And not only do they study these things, but they prescribe 
and insist upon them, and even see that they are carried out. All thia 
refers not only to the medical side of the station, but also to the social 
and commercial. The whole atmosphere is instinct with the “ cure ” 
and its details. If you are not a cure-guest, you are nobody. You 
might as well be a non-combatant in a besieged city. But if you are 
a cure-guest every attention is paid to you, every consideration is shown 
to you. 

Contrast this with the atmosphere of a similar place in France or 
Eritain. In France the centre of interest is the casino; in Britain, the 
golf links. In either country the cure is regarded as a harmless and 
rather unnecessary nuisance. You drink your waters apologetically, 
and submit yourself to the doucheur with indulgent incredulity. You 
so arrange the whole business that it shall interfere as little as possible 
with your general freedom, and you get it over as quickly as you can. 
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If there should happen to be any dietetic or alcoholic restrictions, you 
argue with your doctor and, with the eager co-operation of your wife 
and the maitre d'hdtel, you disobey him on any and every pretext. In 
this matter the French resorts, while they have still much to learn from 
the German, are a great improvement on the British. The Englishman, 
even though he be an invalid, has a blind desire to go out and kill 
something himself, or see someone else kill something; when not so 
engaged he considers he is wasting his time. The Frenchman is not 
like that. II suit fldner. He knows how to potter. He takes more 
interest in literature, the arts and the drama than he does in pigeon 
shooting, cricket, golf, and football, and will therefore content himself 
more readily than the Englishman in quiet and contemplative enterprise. 
A Frenchman who is told to walk is ready to do so at two miles an hour, 
chatting with a friend, and is quite willing to have the exact distance 
prescribed for him. He takes the air. The Englishman does not 
consider that he has had a walk unless he returns moist, footsore, and 
fatigued. He does not take the air; he takes exercise—and a whisky 
and soda. 

It is said that the Frenchman boldly and blandly advertises his 
vices, whereas the Englishman hypocritically conceals his. If a malady 
be a vice, then the saying is certainly true. Even though you be a 
layman, Jacques Bonhomme will talk to you freely and volubly about 
his symptoms; whereas John Bull asserts through his clenched teeth 
that he has never had any. In France a chronic malady is a subject 
for commiseration; in England it is a matter for contempt. Acute 
disease may evoke sympathy—appendicitis has quite a royal flavour— 
but chronic disease, seldom or never. Even gout has ceased to be 
aristocratic. When it abandoned the acute great toe to wander 
destructive amongst the tissues it became not only protean but pro¬ 
letarian. For this reason it is impossible to get an Englishman, in 
England, to be seen at a table set apart for those undergoing a dietetic 
regime. He is not having any. He would rather starve at the ordinary 
tables, refusing each course with grim determination, than allow him¬ 
self thus to be branded as an invalid. In France, dietetic tables and 
even dietetic institutes are eagerly and gratefully patronised. John 
Bull will fearlessly face temptation, and resist it—when he must. 
Jacques Bonhomme has the courage smilingly to recognise the wisdom 
of retreat. 

I am not infrequently reproached for advising French resorts in 
preference to British, and I defend myself on the plea that better results 
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are obtained from abroad than are obtainable at home. This is no 
reflection upon the English spa physician; it is merely a tribute to the 
advantages of change; and so long as the characteristics, the habits 
and customs of the Latin race continue to differ fundamentally from 
those of the Anglo-Saxon, so long will these advantages be operative. 
For it is not only that the change itself is more complete, that the 
distance from domestic and business worries is greater, that your fellow- 
guests are more gracious and more amusing; but it is that the change 
in therapeutic methods is so decided that you are impelled to acquiesce 
in whatever is suggested for your benefit. A sense of unfamiliarity is 
conducive to discipline. The fear of the unknown is the promoter of 
wisdom. And not only so, for it cannot be denied that there is a some¬ 
thing lacking in the atmosphere of even the best of our British health 
stations. What that something is I do not pretend to say. It may 
be that the word “ enterprise ” would express it. Certain it is that 
enterprise is by no means a conspicuous feature of the home stations 
in general. And yet it is hot altogether a question of enterprise, for 
even in those British stations where intelligent enterprise has not been 
wanting (I know one only) the right note does not yet appear to have 
been reached. My friend Dr. Neville Wood has made a most patriotic 
and praiseworthy endeavour to. attract foreigners to English resorts, 
but in spite of his industry, his tact, and his sincerity, I should be much 
surprised to learn that his persuasive piping had resulted in the arrival 
of more than a stray goose or two. When war broke out the birds of 
Paradise and the owls of wisdom had failed to find salvation : they still 
wandered in culture among the tents of the ungodly. The bald and 
brutal fact is that, with the exception of Bath, which occupies, not 
without distinction, the unique position of being the only winter- 
thermal station in Northern Europe, the British resorts have nothing 
to offer which France does not supply, in quantity much greater, and 
in quality much superior. 

In support of this depressing proposition and by way of example, 
I most 'be allowed to add one word. The only chalybeate spa of any 
consequence in England, Tunbridge Wells, is, from the point of view of 
its waters, altogether derelict. In anaemia and allied conditions it once 
enjoyed a great reputation, but this glory has departed, and it is now 
visited solely on account of its not inconsiderable climatic virtues. Of 
the sulphated mineral water stations which are so much frequented 
on the Continent we have two examples, Cheltenham and Leamington. 
The former is a potentiality in a state of animated suspense; the latter. 
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an actuality in a state of suspended animation. It would be easy to 
multiply such examples, but patriotism bids me forbear. 

I now pass from the general to the particular, from this brief 
general surrey to the detailed consideration of those Teutonic health 
resorts which hare acquired a reputation in this country, and such 
substitutes as may be found for them in France and Britain. But I 
must premise what 1 hare to say by reminding you that we must 
estimate the value of a station not so much by the chemical composition 
of its waters as by the clinical effects which experience has shown 
these waters to produce. It is a trite saying that, whatever the com¬ 
position of their waters, all spas cater for gout and rheumatism, and 
a common remark that stations whose waters are chemically almost 
identical have successfully specialised in the treatment of very dissimilar 
complaints. I shall therefore be guided by considerations clinical 
rather than chemical. 

The best known health resort in the civilised world is certainly 
Karlsbad. For our present purpose we may regard Karlsbad and its 
near neighbour Marienbad as one station. They are about equally 
famous, and they both cater for the same type of patient. In each case 
the natural mineral water is a purgative water, the chief ingredients 
being the sulphate and bicarbonate of sodium. At Karlsbad the water 
is hot; at Marienbad it is cold. The colder water is considered the 
more active. 

To visit either of these famous stations in ordinary times was to 
be struck by the enormous number of extraordinarily fat people who 
frequent them. These people were not only fat but they were overfed ; 
not only obese, but plethoric. Eliphaz the Temanite surely had a 
prophetic vision of the frequenters of the Schloss-brunnen or the Kreuz- 
brunnen when he spake to Job (chapter xv, 27) of him “ that covereth 
his face with fatness and maketh collops of fat on his flanks.” It might 
be said that this type of person is peculiar to the Teutonic peoples, and 
is the result of their refined and cultured dietetic habits, but such is 
not the case. There are overfed men and women in plenty both in 
this country and in France, and a great many of them have in the past 
found their way to Karlsbad and Marienbad. They did not as a role 
go there for obesity. They went there to rest their fatigued and 
rebellious livers, to clear their loaded, distended and V-shaped colons, 
to relieve their kidneys of the burden of alimentary glycosuria, and to 
test the reputed power of the waters in dissolving hepatic concretions. 
The obesity was a minor matter, but owing to the dietetic and other 
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restrictionB they coaid generally count on the disappearance of a 
collop or two. 

Now the question which we have to decide is whether the suppres¬ 
sion of these stations from the map of civilised Europe is therapeutically 
irremediable. The answer is an emphatic negative. In comparison 
with their rivals these places had the advantage of priority in the field, 
of powerful advocacy, and the distinction of royal and imperial patronage. 
But their results have never been any better than those to be obtained 
at two French stations, one which is justly famous; the other, most 
unjustly, comparatively obscure. The famous spa is Vichy. The 
waters of Vichy consist mainly of bicarbonate of soda. They contain 
no purgative salt. But the treatment of gastro-intestinal disorders at 
this station is just as successful as their treatment at Karlsbad and 
Marienbad, with this great advantage, that it is very much less 
debilitating, and therefore better suited to the numerous cases of 
gastro-hepatic complaints in which the heart is sympathetically affected. 
Nor do they neglect the collops at the French station. At the Austrian 
spas, bathing, massage, Zander exercises, and the like are very minor 
considerations. At Vichy, very special attention is paid to them, in a 
bathing establishment which for size, completeness and good order is 
second to none in the world. It is safe to say that there is not a case 
which has derived benefit from Karlsbad or Marienbad that would not 
derive equal and even greater benefit from a course of treatment at 
Vichy. Moreover, Vichy is one of the very few French spas where 
the language difficulty does not arise. There is at least one English 
physician, and several of the French physicians speak excellent English. 
Two of them have British qualifications. 

Vichy is a substitute for another Teutonic station — namely, 
Neuenahr — in Bhenish Prussia, the only station in Germany with 
waters similar in composition to those of Vichy, than which they are 
much weaker. Neuenahr is not a very agreeable station, nor a particu¬ 
larly efficacious one. Clever advertising had, however, succeeded in 
obtaining for it some reputation in this country. 

The other French substitute for Karlsbad and Marienbad is Brides- 
les-Bains. Though well known to and much appreciated by French 
physicians, in Great Britain its merits have been much overshadowed 
by the popularity of its Austrian rivals. It is situated in the Savoy 
Alps, close to the Italian frontier, and not very far from Aix-les-Bains. 
Its waters bear considerable resemblance to those of Marienbad inas¬ 
much as they contain purgative salts and are very efficacious in all 
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those gastro-hepatic conditions associated with tardy metabolism which 
gain benefit from the Marienbad waters. The fat man is fairly 
conspicuous at Brides. I knew a lady who went there regularly every 
summer because, as she said, the other guests made her feel so slim 
and active. But the station does not depend only upon its waters, as 
taken internally. At the sister station of Salin-Mouliers, about a mile 
away down the valley, there is an admirable bathing establishment, 
where fairly strong effervescent brine baths may be obtained, and 
in the valley itself there are several walks, with the distances and 
gradients marked at intervals, where the patients can undergo the 
altogether admirable system of graduated walks, known as the “ cm-e 
de terrain.” ^ An additional advantage of Brides is its proximity to a 
high altitude station called Pralognon (4,600 ft.), where an after-cure 
may be taken in beautiful surroundings among the snows. Brides has 
been called “the French Karlsbad.” “ The French Marienbad” would 
be more correct. Its natural advantages are much greater than those 
of either of these places, and it is quite as accessible. If this station 
were to take full advantage of the opportunity offered by the existing 
state of affairs, it would in all probability become one of the most 
popular resorts in Europe. 

Vichy and Brides-les-Bains afford very efficient substitutes not 
only for the two renowned Austrian spas but also for two almost 
equally famous spas which are essentially German. I refer to Homburg 
and Eissingen. It is very difficult to understand how Homburg and 
Eissingen acquired their reputations, but there is no doubt that they 
“ arrived.” Neither is there any doubt that latterly these reputations 
rested upon considerations which were social rather than medical. Both 
these places were admirably “ run,” but both were pleasure grounds 
rather than health stations. They catered for much the same type of 
invalid, the gouty abdominal, as Karlsbad and Marienbad. Of the two 
substitutes which I have mentioned, the pleasure-seeker will prefer 
Vichy ; the plethoric. Brides. 

The gout or rheumatism which takes the form of arthritic troubles 
is treated at a great number of Teutonic spas. Chief among them are 
Wiesbaden, Baden-Baden, and Kreuznach. Kreuznach, on account of 
the bromo-iodine contents of its waters, made rather- a special point of 
treating gynaecological disorders, but it was in the main a gouty spa. 


• The only place in this country where the “cure de terrain ’’ appears to be available is 
Eastbourne, where they seem to have taken some trouble to perfect the system. It is being 
installed at Sidmouth. 
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These three were all exceedingly agreeable stations, a “ cure ” at any 
one of which might be trusted to produce good results. It is neverthe¬ 
less difficult to understand how anyone could have preferred any of 
them to Aix-les-Bains, the station in France whose fame is known all 
over the civilised world. The treatment at Aix-les-Bains is by no means 
confined to the baths and the douche massage which bears its name. 
In the “ source des Deux Heines ” they possess a drinking water which 
rivals those which have made Contrex4ville, Vittel and Evian famous, 
a water which is very active in ridding the system, via the kidneys, of 
the effete matters which have contributed to produce the arthritis, the 
myositis and fibrositis, for the relief of which patients seek this pleasant 
alpine station. For those who like gaiety, social amenities and dis¬ 
traction, in charming surroundings, there is no more acceptable pre¬ 
scription than a cure at Aix. As might be expected from its popularity 
with British and American invalids, Aix-les-Bains is another of the 
French spas where the language difficulty does not arise. At least two 
distinguished British physicians practise there, and many of the French 
physicians speak excellent English. 

Aix-les-Bains has three rivals in this country, and if we could 
compare Bath, which is a winter station, with Aix, which is open only 
in the summer months, it would be necessary to say four. The other 
three are Harrogate, Buxton, and Llandrindod. All three are very good 
substitutes for the Homburg-Kissingen group, and also for the Wies¬ 
baden, Ereuznach, Baden-Baden class of German station. But I hasten 
to add that there are very decided differences between them, not only in 
their climates and waters, but also in the types of invalid to whom each 
makes a special appeal. These I will try and indicate in passing. 

It is not necessary for me to enter into a description of the famous 
Yorkshire spa. As a health resort it is well known to most English 
physicians, and the laity go there in large numbers not only for its 
baths and waters, but on account of its refreshing climate, its agree¬ 
able surroundings, and its engaging social atmosphere. Harrogate has 
shown more enterprise than any other English spa. Its waters have 
been very carefully and impartially studied, both chemically and 
clinically, by several very competent physicians, and the natural 
mineral resources have been generously supplemented by all the 
adjuncts to spa treatment, such as electricity, massage, and the like, 
which modern methods demand. It is difficult to say whether the 
waters as taken by the mouth or as externally applied are the more 
efficacious, but certain it is that the results of a course of treatment in 
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the gouty and submetaboliBed type of invalid are eminently satisfactory. 
In estimating the value of a health resort it is impossible to pay too 
much attention to the skill of the physician who is to be entrusted with 
the treatment of the patient. In this matter Harrogate has always 
been exceptionally fortunate, for there is no British spa, there is 
hardly, indeed, a single Continental station, where so much earnest, 
interesting, and illuminating work has issued from the pens of the 
practising physicians. Harrogate caters for every type of dehcient 
metabolism. The water of the old well, most unpalatable as it is, 
must be credited with very special virtues as a stimulant of the liver. 
There are many other springs, in all about eighty, which vary con¬ 
siderably in their mineral contents, and thus afford a very wide choice 
of therapeutic resource. The bathing establishment is very completely 
equipped. There is scarcely any form of treatment — balneary, 
electrical, or mechanical—which cannot be obtained there, though there 
are doubtless certain of these forms which would be better applied 
elsewhere. In addition to the treatment of gouty and rheumatic 
states, a special feature is made at Harrogate of the treatment of 
cutaneous diseases and of circulatory troubles, especially such as have 
a gouty origin. No better substitute for a Teutonic gouty spa could 
anywhere be found than this pleasant station on the Yorkshire moors. 

Nevertheless, Harrogate has a very serious competitor in Buxton. 
Buxton, in the Derbyshire hills, has an elevation of 1,000 ft. above sea- 
level, more than double that of Harrogate, which has only 400 ft. In 
this matter Llandrindod is between the two, with an altitude of 700 ft. 
The climate of Buxton is therefore conspicuously bracing, and being 
well sheltered on the north and east, the unduly keen winds are 
moderated. Buxton’s reputation as a spa was originally based upon its 
good effects in rheumatism, gout, and allied conditions. During the last 
decade, however, a more careful study of its waters by the local 
physicians has enabled it to widen its claims and multiply its resources. 
It was found, for example, that analytically its waters bear a close 
resemblance to those of some French stations in the Vosges Mountains, 
notably Plombiferes and Contrex4ville, and they have in consequence 
been used for the same purposes in a manner similar to that which 
obtains at these resorts. The installation for the Plombi^res treatment 
is very complete, and a large measure of deserved success has attended 
this comparative innovation. The analogy of the waters to those of 
Contrexdville has been utilised for the purpose of laying stress upon 
their diuretic action, a quality which in former days was regarded rather 
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as a side issue. So far from being still so regarded, this diuretic action 
is accorded a very high place in the success which the whole treatment 
may justly claim in the relief of gouty and rheumatic disorders, and 
Buxton may be said to be the British spa par excellence for a patient 
who suffers from defective elimination, as opposed to deficient meta¬ 
bolism. The bathing installation at Buxton is very complete, as com¬ 
plete, indeed, as any elsewhere to be found. For so-called rheumatic 
troubles, fibrositis, myalgia, rheumatoid arthritis, for the patient whose 
kidneys require flushing and whose blood requires cleansing, Buxton 
may be appealed to with every confidence. And it is pleasant to record 
that here, as at Harrogate, the practising physicians have taken their 
mission seriously and have added very materially to the stock of general 
knowledge on matters balneological. 

Of Llandrindod Wells it may very justly be remarked that it is very 
much to its credit that it can claim to be placed in the same category 
with Harrogate and Buxton; for as compared with these it is a 
mushroom growth. Its climate certainly seems to enjoy some special 
features which render it particularly agreeable to those in health, and 
peculiarly suitable to the debilitated and neurasthenic type of invalid. 
The waters belong to the muriated or common salt group, which brings 
them into the same class with Wiesbaden, Kreuznach and Baden-Baden, 
while the presence of an appreciable quantity of sodium sulphate makes 
them comparable with Marienbad and Brides. At Llandrindod, there¬ 
fore, we meet the fat man once more. He is perhaps a collop or so 
less conspicuous than his brother at Brides, or his cousin at Karlsbad, 
but he is there. And he is there, instead of at these others, partly 
because the treatment is milder, the waters are less mineralised, and 
it is not so far to go. The presence of common salt in mineral waters 
is said to render them more easily digested by the weak and debilitated, 
and this may explain the advantages which the atonic, rheumatic and 
gouty seem to find by a course of treatment at the Welsh spa. From 
the artistic standpoint the bathing establishments leave much to be 
desired, but the inside equipment and installations are excellent. All 
the kinds of baths which modern methods demand are well and care¬ 
fully applied there. Llandrindod may look forward with confidence to 
attracting to itself many of those who formerly have visited the Teutonic 
spas which I have mentioned as clinically comparable to it, and such 
patients will have no reason whatever to complain of the eflScacy of the 
treatment to which they will there be subjected. 

When we pass from the stations which deal with what are called 
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the vices of general metabolism, such as gout and rheumatism, to the 
diseases of particular organs or systems in which certain spas have 
specialised, we find looming large in the survey the magic name of 
' Nauheim. So large, indeed, does it loom that it seems to occupy not 

I only the horizon, but the middle distance and the foreground, for it had 

somehow managed to make itself synonymous with all the diseases and 
disorders of the circulatory system. If it were possible to erect a 
! monument to German commercial methods in matters medical, that 

j monument would surely take the form of a pillar of salt drawn from the 

Grosse Sool Sprudel at Nauheim. To find a parallel to this instance of 
colossally successful bluff you must go back to Priessnitz himself. On 
a foundation of a little common salt and a large quantity of gas, verbal 
i as well as physical, there was erected a superstructure imposing in its 

I parts and profitable to the builder. By this I must not be understood 

I to imply that Nauheim baths, whether natural or artificial, are entirely 

I useless. They have, on the contrary, very definite merits in certain 

I conditions of enfeeblement, especially of the right ventricular wall. 

And with the meteoric rise of Nauheim, it is extraordinary how preva¬ 
lent such enfeeblement quickly and unexpectedly became. In a moment, 
in the twinkling of an eye, there occurred an epidemic of cardiac 
I dilatation which, sparing the cottage of the poor and the houses of the 

; bourgeois, penetrated with subtle selective insight into the palaces of the 

j rich and influential. The families and even the valued dependants of 

the millionaire displayed a curious and inexplicable susceptibility to the 
complaint. Success brought boldness, and the restricted cla»m for the 
improvement of ventricular dilatation was now enlarged to a bid for 
empire over the whole cardio-vascular domain. Patients with organic 
valvular disease, with renal disease and secondary cardiac manifestations, 
with angina pectoris, with high blood-pressure, and even with aneurysm 
of the aorta, crowded to Nauheind, and were persuaded into the belief 
that they could prolong their lives by daily dragging their dropsical 
limbs up the steps of the Kurhaus. And yet no one ever died at 
Nauheim. The climate is peculiar, it does not suit the moribund. 
They are removed to a neighbouring parish. 

And now that this house of cards is fallen, this pillar of salt 'dis¬ 
solved, we rub our eyes and ask ourselves if there was really aught of 
value beneath the tinsel of the exterior. The answer must be in the 
affirmative. Tepid and cold effervescing saline baths have their place 
in the armamentarium of the cardiac therapist. It is not a very large 
place, perhaps, but such as it is we owe it to Nauheim. Such baths are 
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to be foimd at various places in France; they can be, and are, prepared 
artificially almost anywhere, and cases which were really suitable to 
treatment at Nauheim can be equally well treated in a great many 
places, especially at such as have at their disposal a natural saline 
water, such as sea-water. There are some seaside stations in this 
country where a special feature is made of Nauheim baths. Amongst 
the foremost of these is Sidmouth, in Devonshire, where the salt water 
baths, carbonated or plain, are put to a variety of useful therapeutic 
purposes. The climate of Sidmouth is very suitable to the debilitated 
and convalescent, and the baths afford a very helpful agent when, in 
such people, the heart has become enfeebled and dilatation is present. 
The Nauheim baths are here prepared by diluting the sea-water and 
adding the carbonic acid. 

There are two stations in France which have made a special feature 
of the treatment of circulatory disorders. One is Bourbon Lancy, the 
other Boyat. Bourbon Lancy had acquired a reputation as a cardiac 
spa many years before the days when the miracles of Nauheim dazzled 
a credulous world. In the light of subsequent events it is now obvious 
that its claims were too modest. For it has never pretended to cure 
organic disease, nor has it even undertaken -either to discover or remedy 
cardiac dilatation, as measured by the fractions of a centimetre dramati¬ 
cally bine pencilled on the patient’s chest. Its claims, though modest, 
have been scientific, and, what is of more importance, they have 
generally been justified by the event. Stress has never been laid upon 
the presence in the waters of a certain amount of carbonic acid, and 
neither claims nor results have ever been exaggerated. The cardiac 
affections susceptible of amelioration have thus been summarised 
(I quote Burney Yeo): “Valvular insufficiencies at their commencement 
—i.e., about six months after the beginning of the endocarditis ; cardiac 
affections at the onset of failure of compensation, functional insuffi¬ 
ciencies, mitral constriction, with or without arhythmic palpitations, 
arterial affections at the period of heightened tension, and cardiac 
disturbances of renal origin with dyspnoea doe to alimentary toxins; 
finally, functional troubles, fatty accumulations about the heart, palpita¬ 
tions of peripheral origin due to vascular spasm, cardiac disturbances 
during growth with malformed thorax, pseudo-anginas, and the unstable 
pulse of the neurotic.’’ Bourbon Lancy is a quiet, agreeable little spa 
with a sedative, equable climate, well suited to the treatment of cardio¬ 
vascular troubles. 

The other French cardiac spa, Boyat, quite close to the large town 
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of Clermont-Ferrand, offers a very decided contrast to Bourbon Lancy, 
in that it is stimulating instead of sedative, and gay instead of quiet. 
It had a reputation in the pre-Nauheim days, but that reputation 
was based upon its value in the treatment of what the French call 
“ arthritisme ” rather than upon its success in cardio-vascular disorders. 
It was indeed called the French Ems, for the reason that its waters are 
not dissimilar from those of the German spa, and that much the same 
diseases were treated at the two places. The presence of carbonic acid 
gas in the waters prompted it to introduce the Nauheim methods, an 
enterprise which has been thoroughly justified by the energy, learning 
and scientific honesty of its physicians. What there was of real 
therapeutic value at Nauheim will be found in full measure at Boyat, 
with the addition of a delightful climate, exceptionally beautiful 
surroundings and an establishment which is well provided with facilities 
for every kiiid of balneary treatment. Eoyat has the best swimming 
bath that I remember to have seen on the Continent. 

A cardiac spa of rather a different type from either of the foregoing 
is Llangammarch Wells, in Mid-Wales. Its barium waters certainly 
seem to be of service in many vascular conditions. With a little more 
local enterprise the place might very easily become highly popular. 

For disorders of the respiratory system Austria had no stations of 
the first class to offer, and Germany one only. That one—namely, 
Ems—was, it most be admitted, a particularly attractive little station 
which was visited almost as much as a pleasure ground as a health 
resort. There is, however, no difficulty in finding a substitute for it. 
The difficulty is, indeed, in the direction of selecting, from the large 
number of French spas which specialise in affections of the air passages, 
a few which are sufficiently pre-eminent to be noticed without injustice 
to the remainder. Nevertheless, no one would, I think, dispute the 
claim of Mont Dore to be regarded as the spa par excellence for 
respiratory affections. Its speciality is asthma, but it deals very 
successfully with chronic bronchitis, and indeed with all catarrhal and 
congestive conditions of the air passages, whether upper or lower. It 
is especially successful where such complaints appear in people past 
middle age with a gouty or rheumatic tendency. The climate is 
mountainous, that is, bracing, with weather which is liable to be 
disturbed by sudden storms. The bathing establishment, with its 
salles d'aspiration and very complete equipment for every kind of 
modern bathing treatment, is one of the best in Europe. 

Another spa which is deserving of special mention in this connexion 
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is Cauterets, in the Pyrenees. Cauterets is a sulphur water spa which 
appeals more especially to patients suffering from chronic laryngeal 
troubles, and is consequently much frequented by those who, like actors, 
singers, orators, and priests, are liable to strain or fatigue their vocal 
cords, and take themselves and their troubles seriously. The accom¬ 
modation at Cauterets is very good, and the surrounding country is 
exceptionally attractive. 

A certain number of mineral water stations have specialised in the 
diseases peculiar to women. Chief among these is Franzensbad in 
Austria, not far from Karlsbad and Marienbad, which has enjoyed a 
very great reputation in most of the chronic diseases of the female 
pelvic organs. The grounds for this specialisation in the case of 
Franzensbad appear to be characteristically capricious. Its waters 
resemble very closely those of the two great neighbouring spas, over 
which it does not seem to have had any special advantages in the 
treatment of gynaecological disorders. Nevertheless, Franzensbad was 
the “ladies’ spa,’’ and no matter what was wrong with you, whether 
you were gouty or obese, or bronchitic, or anaemic, or leucorrhoeic, if you 
were a real lady, to Franzensbad you had to go. Very special stress 
was laid upon the treatment by mud baths, but the real secret of its 
success was the strong purgative element in the waters. Constipation 
is one of the main secondary characteristics of the female sex, and he 
who would succeed in the treatment of any malady whatsoever in a 
female patient must have this fact ever before him. It is the cause of 
nearly all the chronic diseases of the pelvic organs, and no treatment of 
these which fails to include vigorous alvine evacuation is ever likely to 
succeed. But the necessity is seldom recognised. In the case of the 
bladder we realise that slight discharges of urine may signal danger; 
they indicate that the viscus is distended, and we speak of overflow. 
In the case of the colon we allow our patients, especially our female 
patients, to believe that even one slight daily evacuation suffices, and 
permit them to continue contentedly on their constipated course, laden 
with ptomaines and leucomaines in which the Bacillus coli communis 
flourishes in opulent fertility. 

I do not know whether Franzensbad had arrived at a realisation of 
the powerful factor which the purgative waters supplied to its success 
as a “ ladies’ spa ’’; but this I do know, that the two French spas, 
Plombiferes and Ch4tel-Guyon, which concern themselves very specially 
with the colon, have of recent years been emphasising the good effects 
which their method of intestinal lavage produces in chronic disorders of 



82 Williams: Teutonic Health Hesorts and their Substitutes 

the female pelvic organs, and there is no donht that Buxton, Harrogate, 
and other stations v?here the Plombi^res methods are regularly 
employed, would tell a similar tale. 

But there are “ladies’ spas” which have something more to offer than 
purgation and intestinal lavage. In so far as mud baths are concerned, 
a substitute for those at Franzensbad is well supplied at Dax, a pleasant 
winter station not very far from Biarritz, where such baths are very 
successfully employed in association with the hyperthermal natural 
mineral water. Bax has a very equable winter climate which is very 
suitable for the a^ed and the bronchitic. The close proximity of a 
large forest of pine trees may account for the very sedative quality 
of the air. 

Most of the stations which have specialised in gynaecological dis¬ 
orders are possessed either of strong brine waters or of sulphur waters. 
There are two sulphur water spas in the Pyrenees, St. Sauveur and 
Eaux Chaudes, both of which have acquired a very great reputation not 
only with French but with Spanish physicians, for both are situated 
practically on the frontier. Each wears a little historic feather in its 
cap for having cured sterility in a famous case, the one a queen, the 
other an empress. 

The best knovm of the salt-water stations on the Continent is 
certainly Bheinfelden, in Switzerland. This is a pleasant enough 
station, but its close association with the Grand Duchy of Baden, from 
which it is separated only by the Bhine, places it rather outside the 
scope of the present inquiry. The next in importance is Salies-de- 
B4am. This station is situated about half-way between Biarritz and 
Pau, from which it might be inferred that it had an agreeable winter 
climate. Such is no doubt the case, but although the establishment is 
open all the year round, in the months of November, December, January 
and February there is a depressing dearth of visitors. The waters are 
heavily charged with common salt, and are very successfully employed 
in all the chronic diseases of the female pelvic organs. They are also 
used with conspicuous benefit in the so-called scrofulous tendency in 
children and young people. 

In this country we have two stations which can boast of strong 
brine waters—Droitwich, in Worcestershire, and Woodhall Spa, in 
Lincolnshire. The waters of Droitwich are practically saturated with 
chloride of sodium, and, with the exception of Bheinfelden, are the most 
heavily mineralised waters in Europe. Droitwich, though thus well 
suited for the treatment of gynaecological disorders, does not appear to 
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have specialised in this direction ; for its waters seem to be nsed chiefly 
in the form of baths for the relief of myalgia, neuralgia, and arthritic 
troubles. Very considerable success is obtained in these chronic 
maladies, and also in convalescence from acute disease. A middle-aged 
habitu4 of Continental spas who had thoroughly earned the gouty and 
rheumatic troubles which afflicted him, once told me that half an hour 
in'the swimming bath at Droitwich was worth more to him than all the 
other treatments in Europe rolled into one. Droitwich is one of the 
British spas which is most popular with our American cousins, a fact 
which speaks highly for the excellence of the accommodation to be found 
in the hotels, and the good management of its bathing esthblishments ; 
for in such matters Brother Jonathan is very exacting. 

The waters of Woodhall contain much less common salt than those 
of Droitwich, from which they further differ by containing some 
chloride of calcium, an appreciable amount of bromide and a small 
quantity of iodide. This composition is, in fact, very similar to that of 
sea-water. Unlike Droitwich, Woodhall Spa has always made rather a 
feature of the treatment of gynaecological disorders. It is an admirable 
substitute for Ereuznach. The bromo-iodine content of the waters is 
much larger than that of the Kreuznach waters. These waters cause the 
absorption of inflammatory deposits wherever situated, and when the 
site of such deposits happens to be the sensitive female pelvic organs, 
the treatment is productive of excellent results. But this absorptive 
effect is by no means limited to such organs. A large proportion of 
those visiting Woodhall are afflicted with what are called the rheumatic 
diseases—myalgia, neuralgia, rheumatoid and other forms of arthritis. 
Chronic pharyngitis is also very amenable to the treatment. The 
resources of the place afford opportunities not only for nearly every 
kind of bath, but for all the modem methods of dealing with chronic 
disease, including vaccine treatment. The accommodation is good, and 
the distractions are peaceful and unobtrusive. The climate combines 
the characteristics of the seaside with those of a pine-wooded moorland 
station. The rainfall is very low and the air is very bracing. It is a 
good place for children ; a bad one for pulmonary complaints. 

For diseases of the urinary organs Wildungen, in Germany, enjoyed 
a reputation which was almost world-wide. It was a very agreeable 
spa, and its diuretic waters, which had long been famous in such affec¬ 
tions as renal and vesical concretions, cystitis, and other diseases local to 
the urinary organs, were recently being used with increasing confidence 
in such general disturbances of metabolism as are treated at Karlsbad, 
A—3 
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Marienbad, and Ereuznach. For the truth is, a great change has come 
over the conception of the nature of these disturbances, and the best 
way of dealing with them; and Wildungen, conscious of the change, 
was seeking to profit by it. The change was essentially one in what 
may be called the perspective of the excretory organs. The older view 
regarded the bowels as paramount, and assigned a minor r61e to the 
kidneys; the modem view, while recognising that the bowels are of 
great consequence, nevertheless attaches the greater importance to the 
kidneys. The alvine was the German method, inconvenient, but 
characteristically impressive. The renal is the French method, delicate 
and unobtrasive, but resistless. Thus it had come about that the 
urinary spas were attracting to themselves a very large number of the 
gouty, rheumatic, diabetic, and other metabolic invalids who used 
formerly to go to the purgative spas. Of such patients Wildungen was 
getting its full share. But the pioneer in this matter was undoubtedly 
Evian-les-Bains, on the Lake of Geneva. This charming little station 
took the lead, and is likely to keep it, for there is no resort in any 
country which is more liberally equipped, or where, in addition to the 
diuretic waters, more serious attention is paid to the requirements of 
invalids—dietetic, balneary, and recreative. The change which Evian 
initiated has shown its importance by the behaviour of such well- 
established metabolic spas as Aix-les-Bains and Buxton, both of which 
have within recent years insisted increasingly upon the importance of 
diuresis in the treatment of the diseases for which they cater. In 
the matter of diseases local to the urinary organs Wildungen was, in 
this country at any rate, always considered second in importance to 
Contrex4ville and Vittel. These two spas, which are close together 
in the Vosges Mountains, provide for much the same type of invalid. 
They are both deservedly popular. Of the two, Vittel, as befits the 
younger, is the more enterprising. 

One of the best known spas in Germany was Aachen, or Aix-la- 
Chapelle, and it need not be denied that the special treatment for which 
it was famous produced results which were the envy of other places 
catering for the same disease. Wherein the superiority of Aachen over 
these others consisted I do not pretend to say, but the superiority itself 
I have been rather reluctantly forced to recognise on several occasions. 
There are two substitutes in France, but, so far as I am aware, none in 
Great Britain. The two in France I mention in order of merit. Luchon, 
a sulphur water station in the Pyrenees, not far from Toulouse, is a very 
charming summer station with an altitude of over 2,000 ft. Mercurial 
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treatment is very well carried out there, the local physicians having for 
some years past paid very special attention to the management of luetic 
and post-luetic complaints. Uriage, quite close to Grenoble in the 
mountains of the Dauphin^, is also a sulphur water spa with a con¬ 
siderable elevation above sea-level. Like Luchon, it is open only in 
summer-time, and like Luchon, it has recently made a special feature 
of the treatment of constitutional syphilis by inunction and other 
modem methods. It is a very agreeable little station in the same 
district as Aix-les-Bains. 

Although not strictly within the scope of the subject, 1 cannot 
conclude this brief review without some mention of two well-known 
stations, lest the careless should think that I deemed them unworthy of 
mention. If we except Wiesbaden, Germany has no winter spas, and 
Wiesbaden in winter is only partially open. Austria has none. The 
two to which I would call attention are both essentially winter stations, 
and cannot, therefore, be cited as substitutes for any Teutonic resorts. 
The importance of a thermal water station, which is at the same time 
blessed with a suitable winter climate, is very generally admitted, and 
can scarcely be over-estimated. Of such stations there are only two in 
the first rank. One is the ancient and beautiful City of Bath, in 
Somerset; the other is the comparatively modem Pyrenean station of 
Vernet-les-Bains. These places have waters which closely resemble one 
another ; they are both hyperthermal, and they are used therapeutically 
in much the same manner, for much the same complaints. These com¬ 
plaints belong to the metabolic and arthritic category, and the stations 
may be regarded as winter supplements to Aix-les-Bains, Evian-les-Bains, 
Yittel, and other Continental stations already mentioned; and in this 
country, to Harrogate, Buxton, and Llandrindod, at which such diseases 
are admirably treated by physicians of proved scientific capacity. The 
difference in the climates and in the general features of the two places 
is very marked. 

Vernet-les-Bains cannot pretend to compete with Bath. Its climate 
is bracing. In winter it is just below the snow-line, at an elevation of 
over 2,000 ft., and though cold, the air is dry and windless. There are 
no churches, there is no football, and no golf. The shops are primitive; 
but the hotels are modem, and the cooking is French; the baths are 
modern, and the masseurs are French; and there is a casino. If you 
are in search of pleasant experiences you may visit Spain in an electric 
tramway. Should you be interested in architecture you may visit 
Toulouse, which calls itself “ la ville des fleurs et des jolies femmes,” 
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and is one of the few towns in France whose monuments survived the 
ravages of the Bevolution. And if you are sensitive to the influence of 
ancient tradition you may transport yourself into another world at 
the neighbouring town of Carcassonne, the only perfectly preserved 
specimen of a thirteenth or fourteenth century fortified town in Europe. 
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DISCUSSION. 

Dr. Bezly Thorne stated that in his experience eflfervesoing baths 
certainly relieved cardiac dilatation, an observation that had been vouched 
for by Professor Grainger Stewart and Dr. Huchard, of Paris, In a paper at the 
International Congress of Medicine in Paris, entitled “ Les Maladies du Coeur 
et les Bains Chlorur^s Artificiels,” he had pointed out how the same treatment 
could be carried out in France. For satisfactory^ results certain conditions 
must be fulfilled: mastery of technique, careful medical supervision throughout 
the course, and security from the cares and distractions of habitual environ¬ 
ment. There were many cases in which treatment at home yielded results 
unattainable abroad. This applied especially to patients who were confined 
to the house by advanced disease or by some intercurrent malady ; those less 
severely affected for whom a sea-passage followed by a long and fatiguing 
land journey were contra-indicated; those who required a carefully regulated 
diet, and particularly those in whom some form of toxaemia required concurrent 
treatment by means of autogenic vaccines. As at Nauheim, effervescing baths 
should not be employed during the earlier stages of the treatment. The patient 
was gradually prepared for the increased cutaneous excitation of the effervesc¬ 
ing baths by gradually increasing additions of mother-water, containing mainly 
calcium chloride. Harm was sometimes done by inducing a degree of vascular 
dilatation to which a weak myocardium was not able to respond. He had 
recently given radio-activity to such baths by the addition of a preparation in 
w'hich radium barium sulphate was fused into sodium chloride and the resulting 
compound ground into a coarse powder. He believed that the addition of 
1 lb. to a 30-gallon bath imparted radio-activity equal to that of the natural 
waters of Gastein. As to the cases for which the baths were suitable, 
attention had been too much directed to the heart. Increase of arterial lumen 
occurred simultaneously with, if it did not precede, increase of systolic energy; 
vascular conditions, such as atheroma, arterio-sclerosis, and Eaynaud^s disease, 
were therefore sometimes benefited. There was a wdde scope for home 
balneological treatment. 

Dr. E. I. Spriggs (Banff) said that to those unfamilar w'ith Continental 
methods of treatment nothing was more striking than the prevalence of 
sanatoria for all kinds of diseases at German health resorts. The institutional 
treatment of diseases was of great antiquity, but until recent times had been 
mainly confined to the poor. Those who could afford it naturally preferred 
to be treated at home, and would in the future also doubtless continue to do 
so as a rule. Our Teutonic relatives, with their love for routine and classifica¬ 
tion, for tenement dwellings and restaurant life, took kindly to sanatoria of 
all kinds—the British not so well. There were, however, many diseases which 
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could no longer, with the growth of scientific medicine, be investigated and 
treated properly by any one man, but required a team of workers—clinical, 
chemical and physical. In such cases it conduced to efficiency and saved 
time and money if all the workers and the patients were under one roof 
and one control. In such complaints as these they were, he thought, bound to 
follow the Continental lead, but not, he hoi)ed, without discrimination. It was 
a thankless task to criticise where they had learned so much, but, wlule 
honestly acknowledging their debt to German example, they should copy only 
what was good and avoid the less desirable features. For instance, in only 
a few German sanatoria was sound laboratory work done. Nearly all had 
a show laboratory, but many of these sent out their material to other 
laboratories which returned long lists of analytical figures, often of no clinical 
import, and, perhaps for that reason, accompanied by no adequate inter¬ 
pretation. It was, of course, very difficult to make observations on total 
metabolism unless the patient was close to the laboratories. Sample analyses 
might be misleading. Again, there was a great tendency abroad to over¬ 
classify patients and treat them in batches. In some well-known resorts, 
for instance, there was a definite series of a few diets which everyone seemed 
to work through. This was a great saving of trouble and expense, and those 
who only needed rest, change, or a simple life did well on it, but it was not in 
the interest of the real sufferer. For if the patient and the patient only be 
considered, it would be found that there were seldom more than a couple of 
people out of twenty or thirty for whom identical diets, both as regards quality 
and quantity, would be prescribed. The specialisation of forms of treatment 
other than dietetic was also frequently carried to excess. Thus in one, gastric 
lavage was the main feature, in another a special bath, in another gymnastics, 
electrical treatment, or emanations, and so on up to the border of charlatanism 
and across it. The fixing of the length of “ cure” was an unscientific feature. 
It said in so many words, “ If our routine treatment does not put you right in 
four weeks or so, you are a troublesome patient and will do us no credit. 
Please move on.” But not all German sanatoria w’ere open to these charges, 
though many were so. The speaker had visited a good number during the 
last fourteen years, and he might say that those which he regarded as the 
soundest from the medical point of view were, with one or two exceptions, 
not those most frequented by English and American folk. It must not be 
forgotten that the isolation of the patient and freedom from ordinary duties 
and cares were an important factor. Distance was an advantage. The same 
results would not be obtained if the patient was so near his work that he 
could run home for week-ends. It might he of some interest to compare for 
a moment his own experience of institutional treatment at Duff House with 
, that of former consulting practice in London. Diagnosis was, of course, more 
searching because the laboratories and workers were at hand; there was 
more time, and the food and mode of life of the patient could be controlled 
as desired. As regards treatment, he must say that intestinal disorders and 
the various forms of stomach-ache seemed to be more tractable than they did 



Balneological and Climatological Section 


89 


formerly. In the endeavour, too, to increase or reduce weight it was clear that 
much time was saved if the value of the food not only served but actually 
consumed was known from day to day in scientific terms. In glycosuria there 
was no comparison between what might be done after consecutive metabolic 
observations and what without them. Every case ought to be thoroughly 
tested for at least a month with complete control of diet and daily analyses 
of acid bodies in the urine, as well as the sugar in the urine, and from time to 
time in the blood. One could not prophesy what forms of carbohydrate would 
be good or bad for the patient. Only by trying could this be found out. 
But with a knowledge of the chemical features of the case it was possible to 
furnish the medical adviser of the patient with information which enabled him 
to control the condition entirely in mild cases, and in severe ones to add to 
the expectation of life. It must freely be admitted that the demonstration 
of these advantages was owing to German work and enterprise. He hoped, 
however, that in this country they would go one better. They must aim at 
avoiding the commercialism too often obvious in their institutions ; we must 
not frighten the fearful and create neurotics by giving them lists of details 
suitable for perusal by their medical advisers only; they must use any method 
of diagnosis and treatment shown to be good, and they must never depart from 
that individual consideration and treatment of the patient as a human being 
which was a feature of our national genius. 

Dr. Calthkop (Woodhall Spa) said that he had not noticed any reference 
to other than British and French health resorts as substitutes for the Teutonic 
spas; he would therefore like to draw attention to some of the Italian ones 
such as Salsomaggiore, Acqui, Monte Catini and Lucca, the equipment of 
which he was able to say from his personal observation was of a high order. 
It was worth recording that not only was Italy an old friend to England, but 
that since Eoman times Italian physicians had practised and studied the use 
of mineral waters and baths. Egyptian watering places also must not be 
overlooked. 

Dr. Reginald Hayes (London) said that one expression of opinion in 
Dr. Leonard Williams’s interesting paper gave him particular satisfaction— 
namely, the high estimation in which he held Aachen. He was surprised, 
however, to hear him say that he did not know of an English substitute for 
this spa, and might be allowed perhaps to suggest a very eflBcient one—namely, 
London. He wished specially to draw attention to the fact that the Aachen 
treatment of syphilis and tabes could be carried out in London quite satis¬ 
factorily. The essential part of this treatment was well known, and consisted 
of the inunction of a 33i per cent, mercurial ointment with the bare hand 
of a skilled rubber under strict medical supervision, in addition to the use 
internally and externally of the muriated sulphur waters. The important part 
played by the waters of this group in assisting the mercury has been well 
explained by Chatin, of Uriage. Some years since, after a study of the technique 
on the spot, he began to practise the method in London, working with salts 
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evaporated from the springs for drinking and bathing, sometimes, indeed, using 
the water imported in bottles for drinking purposes. The advantages of the 
Aachen treatment over other methods of administering mercury were generally 
admitted. If skilled rubbers were employed, with close attention to detail, 
there was practically no difference between the results obtained abroad and 
at home. This conclusion had been arrived at after having observed its effect 
during the past seven years on a number of sufferers from serious manifesta¬ 
tions of syphilis. Among many things learnt from the Aachen school was 
the curability of some oases with symptoms described as tabes, though here 
treatment was long and improvement slow. 

Dr. Phineas Abraham (London) considered that the Section was greatly 
indebted to Dr. Leonard Williams for his able and entertaining paper, and 
especially for his outspoken frankness in referring to some of the weak points 
in the exploitation of the British spas. Although they had excellent and 
just as good waters in this country, he regretted to say that, from a dermato¬ 
logical point of view, they were not as thoroughly or as eflBcaciously used as 
they were on the Continent. For instance, certain seborrhoeic cases did 
remarkably well under vigorous local treatment with strong sulphur waters. 
At Schinznach and some other places abroad the bathing authorities took care 

(1) that there was an adequate and copious supply of the medicinal water; 

(2) that the water was brought from the spring in wooden pipes and never 
exposed to the air ; (3) that it was warmed without admixture with other 
water; (4) kept under pressure; and (5) forced after ‘‘ pulverisation ” into 
the skin of the parts affected. He was not aware that he could get this done 
for his patients in any of their own watering places. More than once he had 
visited, and had frequently sent patients to the principal British spas, and he 
had been astonished to find that in some cases the common town water— 
instead of their much advertised mineral water—had been largely used, pure 
or mixed, in their palatial bathing establishments. In one well-known bathing 
place the strong sulphur water was notoriously insufficient to “ go round,’* 
and was necessarily mixed with other water, or in the “douche *’ and “massage” 
baths perhaps not used at all; in another the water, which as it emerged from 
the spring contained free H 2 S, was stored in tanks, and by the time it reached 
the baths was innocently free of any sulphur, as Dr. Abraham had proved on 
two occasions. Both these celebrated spas had every conceivable kind of 
bath—“air douche,** “massage,** “Plombi^res,” &c.—and all the newest X-ray 
and electrical appliances, as well as “kursaals,** grand hotels, and gardens 
galore. He would suggest that the local authorities should spend their 
money better by trying to increase the supply of the valuable local waters 
and to prevent the loss and evaporation of their important ingredients. 
Douches, massage with common water, X-ray and electrical work, &c., could 
obviously be just as well done in London. In reference to the Aachen treat¬ 
ment of syphilis, he was glad to know that measures on the same lines were 
being employed at home. He doubted, however, whether they could ever be 
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80 well carried out as at Aix-la-Chapelle, for many reasons. Over there 
“every one was doing it,** but here he did not think that any of his patients 
would submit, for instance, to washing out his mouth with an antiseptic every 
half hour during the day. 

Dr. Mantle (Harrogate) said he could only substantiate what had been 
said as to Harrogate being a most complete and up-to-date spa, situated as it 
was on a bracing stretch of moorland, in which no fewer than eighty springs 
had been found : the best of these, as the result of experience, were made use 
of for drinking and bathing purposes. Harrogate had long been a rival of the 
great Continental spas. There had been difficulties in exacting from patients 
the dietetic regimen which many were ready to adopt on the Continent whilst 
hesitating to do so in their own country, but this fault was now much less in 
evidence. 

Dr. B. Ackebley (Llandrindod) said he agreed with previous speakers 
that it was most desirable that there should be a much stricter regime at the 
English spas; but was not the great difficulty in any change to be found in 
the English^chaTacter ? At Borne the Englishman would do as Borne did, but 
at home he insisted on his right to go his own way, a liberty that was not 
always to his own interest. 

The Pbesident «aid the Society was much indebted to the writer of 
the paper, which was of singular utility at the present time, for indicating 
in such an able, clear, and interesting manner the spas they would be com¬ 
pelled to select for patients owing to international complications. When 
considering some of the German and French spas well known for the treat¬ 
ment of gynaecological affections one was struck by the fact that we had 
in this country spas with similar waters, which were not utilised, or only 
to a slight extent. He believed there was ample scope for an extension 
of their employment. With regard to Woodhall, the only British spa that 
had achieved a reputation for the treatment 6t diseases of *wofDen, he had 
noticed results quite as good from treatment there of chronic pelvic affections 
as at Kreuznach or Franzenbad. In fact, comparing Kreuznach with Wood- 
haU, he had found the latter resort more efficacious, because the question of 
climate came in, Woodhall being mildly bracing, whereas Kreuznach, lying in 
a valley close to a river, was very hot and relaxing in summer. Salsomaggiore 
(Italy), whose waters resemble those of Kreuznach and Woodhall, had been 
found of utility in similar cases. It was probably known to most that Biarritz, 
the well-known marine station on the south-western coast of France, provided 
strong common salt baths, supplied by the springs of Briscous, and that a 
treatment resembling that of Kreuznach was carried out there. He considered 
that at our sea-shore resorts sea-water baths and copious douchings with sea¬ 
water deserved trial in many cases of chronic inflammatory pelvic conditions 
and in affections where-leuoorrhcea was a*prominent symptom. Amongst the 
sea-shore places available, choice could be made of a climate suitable for the 
A —3a 
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patient, and it was worth while considering that treatment might be obtained 
at some of the south coast places at all seasons of the year. There were two 
spas with chalybeate waters that he thought were not mentioned in the paper, 
celebrated for the treatment of certain affections in women—Schwalbach in 
Prussia, and Spa, the beautiful Belgian resort, situated about sixteen miles 
from Li6ge. It was unfortunately impossible at the present moment to make 
use of Spa as a substitute for Schwalbach, but he trusted the day was not far 
distant when its dual claims to their consideration would be remembered by 
the medical profession of Great Britain. 
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Mr. T. H. Kellock, M.C., President of the Section, in the Chair. 


The President said that before the ordinary business was com¬ 
menced he wished to express his thanks for the honour which the 
Section had done him in electing him President for the current year. 
He assured the members that he would do all he could to help and 
further the aims of the Section. He w’as only sorry that the times 
were such that their thoughts were necessarily mixed up with other 
matters, and the meetings of the Section must suffer. The Section had 
decided, rightly he thought, to hold a reduced number of meetings, to 
see whether the W'ork of the Section could be satisfactorily carried on. 
His experience in one of the other Sections induced him to believe that 
the meetings of this Section could, and would, be carried out success¬ 
fully. At present the hope was that all the advertised meetings would 
take place, and certainly the present meeting was a very good indication 
of success for future ones. 


Child with Tooth erupted at Birth. 

By E. B. Gunson, M.D. 

Male, infant, one of twins born at full term on October 4, 1914. 
The left lower, median incisor was erupted at birth. On the tenth 
day the tooth, which was then loose and attached only by the gum, was 
removed as its presence interfered with suckling. The right lower 
median incisor had then also appeared through the gum. The child 
was well developed and presented no other abnormality. The fellow 
twin was normal. 

D —4 
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Bunch: Case of Keratosis Follicularis Spinulosa 


DISCUSSION. 

Dr. Gunson added that he had not brought the case forward so much 
because it was a rare condition, as maternity statistics showed that teeth 
were present at birtli in about one in every 5,000 cases, but he hoped to hear 
a discussion on the aetiology of such a condition. Many authorities held that 
teeth appearing at this period indicated a syphilitic taint in the child ; Henoch, 
however, thought it was due to periostitis of the alveolar margin, invohdng the 
socket of the tooth, and that the inflammatory process tended to push the 
tooth forward prematurely. Dr. Rolleston had brought to his notice a contri¬ 
bution by two French writers ^ stating that these teeth were of the nature of 
teratomata. He had had a section made of one of the teeth and placed it 
under the microscope ; he did not tliink it showed definite changes. He hoped 
to hear the views of members. 

The President (Mr. T. H. Kellock, M.C.) regarded it as a rare condition. 
With regard to the suggestion that syphilis might be at the bottom of the early 
eruption of these teeth, he thought the fact that they were fairly commonly 
associated with hare-lip and cleft palate would be against this idea, because it 
was not at all uncommon to find babies with double hare-lip or cleft palate 
with teeth erupted either at birth or soon after. These cases, therefore, seemed 
rather to be instances of developmental error than of a pathological condition. 

Dr. J. D. Rolleston said it was interesting, historically, that several very 
distinguished men had had teeth erupted at birth; he did not think that any 
of them were the subjects of inherited syphilis. They included Richard III, 
Louis XIV, Cardinal Mazarin, and Mirabeau. 


Case of Keratosis Follicularis Spinulosa. 

By J. L. Bunch, M.D. 

The patient was a boy, aged 4 years, in w^hom the first skin lesions 
had been noticed some eighteen months ago on the neck, and later 
on the arras, back, and abdomen. They consisted of small acuminate 
papules, pale in colour, which were even more perceptible to the touch 
than to the eye. There are now a large number of these papules, which 
to the hand give somewhat the sensation of a nutmeg-grater, but they 
evidently cause no subjective symptoms, and there is absolutely no sign 
of scratching. The scalp is not involved, and the case therefore difl’ers 
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from one which Dr. Bunch showed recently, in which a hyperkeratosis 
of the pilo-sebaceous follicles of the scalp and eyebrows had led to the 
breaking off of all the hair on these regions, and, practically, a com¬ 
paratively well defined alopecia. 

DISCUSSION. 

Dr. Bunch added that the case showed complete absence of inflammatory 
phenomena round the lesions. The condition was perhaps better known under 
the names lichen spinulosus and lichen pilaris. He, however, objected to the 
name lichen applied to it, as there was in this case and many others an entire 
absence of inflammation around the follicles. There were no subjective 
symptoms in the case, whereas in adults this disease was frequently accom¬ 
panied by marked symptoms of irritation. There was in this case no history 
of heredity bearing on the condition. 

Dr. Travers Smith asked whether this condition was not associated with 
some variety of ichthyosis. 

Dr. Bunch replied that he drew a distinction between the two, in that 
ichthyosis covered a more extensive area, and the hyperkeratosis in the disease 
now shown was limited to the pilo-sebaceous follicles. Possibly the original 
cause might be of the same nature. The agent he believed to be a toxin. 

Friedreich's Disease with Spastic Phenomena. 

By J. Porter Parkinson, M.D. 

E. L., AGED 13 years, was the ninth of ten children; his mother’s 
eleventh pregnancy terminated in a miscarriage. For three years 
before patient’s birth the mother was very depressed and almost 
insane. Patient was a full-term child, healthy at birth, but before the 
age of 3 years had scarlet fever, measles, chicken-pox, whooping-cough, 
and diphtheria. He began to walk at 3 years but never walked well, 
and was never very intelligent. (He is now only in the second 
standard, though 13 years of age.) He began to stammer two years 
ago. He is subject to “ bilious attacks.” 

He is now a fairly well grown boy with a rather unintelligent 
expression. Speech indistinct, slurred and syllabic. Gait spastic, 
uncertain, tends to keep the heels raised from the floor; slight difficulty 
in turning. Romberg’s sign negative. The legs are held stiffly, the 
muscles hard and well developed; the foot shows marked pes cavus 
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with some equinus; the great toe is hyperextended at the proximal 
joint, and the extensor tendon very prominent. There is marked knee 
and ankle clonus and an extensor plantar reflex. The arms are in every 
way normal, grasps equal, no ataxy of arms or legs. Cranial nerves 
normal, no nystagmus, and no changes in the fundus of the eye. The 
spine is normal, and the bladder and rectum not affected. Sensation is 
normal. There is no similar disease in the family. 

I believe this to be an example of Friedreich’s disease in which 
the lateral columns of the cord are mainly affected ; there is no sign 
yet of posterior column disease, anyhow Lissauer’s tract is not affected 
at present. There is some resemblance to the spino-cerebellar ataxy 
described by Sanger, but it differs from this in the absence of optic 
atrophy. 


DISCUSSION. 

Dr. Parkinson added that the heading “Friedreich’s Disease” was 
intended as a challenge to anyone who wished to discuss the diagnosis. 
Specific trouble was thought of, but the Wassermann reaction was definitely 
negative, and the family history was remarkably good. The patient was the 
ninth arrival of a family of ten children ; the eleventh pregnancy resulted in 
a miscarriage. The teeth of the boy were slightly suggestive of hereditary 
syphilis, though he presented nothing else suggestive of that disease. He 
believed that in this case the posterior column was either unaffected or very 
little affected up to the present time ; there was no ataxy. 

Dr. E. Cautley suggested that this was a case of encephalitis occurring 
in the course of measles, and affecting the motor region to some extent, 
producing in that way secondary spasticity. 

Dr. Midelton thought the history of diphtheria was important, as the 
micro-organism of that disease seemed to have a selective action on the 
nervous system. Dr. Parkinson evidently thought the disease progressive, as 
he spoke of certain events not having occurred yet. Could something be done 
to arrest the progress ? The organism of diphtheria might still be at work. 

Dr. Parkinson replied that the child had never walked well, and the 
diflSculty had come on gradually, not at all acutely. That history was against 
the view that there was encephalitis, or anything of that kind. With regard 
to treatment, he would have been very glad of any suggestions; he was quite 
willing to adopt anything which promised well. 



Section for the Study of Disease in Children 


5 


Tumour of the Upper Extremity of the Femur. 

By L. Bromley, M.C. 

A. G., AGED 12 years. This patient was admitted to the Victoria 
Hospital for Children on June 13, 1914. A swelling of the right thigh 
had been noticed for the previous seven or eight weeks. He com¬ 
plained of pain in the right leg, especially after walking; on some days 
the pain was so severe that he was unable to walk. When the patient 
was aged 3 years he is said to have fractured the right femur, since 
then he has had intermittent pains of an aching character, which 
have increased lately. 

On examination a hard swelling of the upper third of the right 
femur was felt. There was no definite margin, and no heat or tender¬ 
ness. Movements at the hip-joint were free. Skiagraphic examination 
showed an endosteal growth of the femur. 

An exploratory incision was made. The bone was found to be 
expanded and covered by normal periosteum; a thin layer of compact 
bone surrounded a mass of cartilage which had entirely replaced the 
medullary cavity. A portion was removed for microscopic examina¬ 
tion. This showed pure chondroma, and there was no suggestion of 
malignancy. 


DISCUSSION. 

Mr. Bromley added that cases had been recorded in rickety children 
in which fractures had led to the deposit of cartilage in the region of the 
fracture, and the name “ callus tumour ” had been applied. He would be 
glad of more information on that point, because the history of this case 
suggested that the condition had some connexion with the fracture. He 
exhibited skiagrams of the case, which were taken by Dr. Melville. 
The diagnosis before exploration was either myeloma or chondroma. Explora¬ 
tion revealed an avascular, homogeneous, and purely cartilaginous tumour. 
At that time it was too large for complete enucleation. Since the exploration 
in June the patient had been kept in a Thomas’s splint, and had not been 
on his feet. The patient suffered much pain, extending down the back of the 
leg, presumably due to pressure on a nerve. If allowed to go on, he supposed 
the best one could hope for was that the tumour would ossify. He asked for 
suggestions as to treatment. 
























6 


Whipham: Tivo Cases of Heart-block 


The President said it was interesting to hear what Mr. Bromley said 
about injury causing tlie chondroma. He had had a case of the same kind not 
long ago. k man employed by a railway company had a severe blow on his 
finger when in tlie act of catching a bolt whicii had been driven out from 
above. It caught the second phalanx of liis first finger, and for a time he was 
treated for fracture of that phalanx. As the finger began to swell the condition 
was thought to be tuberculous, and the man came to London. The skiagram 
led him to think he had a cyst in tlie bone, but on operating be found an 
encbondroma of the phalanx, which evidently originated from the injury’. 
He scraped it out, and the patient did very well. He would have thought 
it advisable in Mr. Bromley’s case to adopt some treatment. At present the 
tumour was innocent, but there was always a danger of sarcoma supervening. 
He suggested it would be worth the risk of destroying a considerable quantity 
of that bone by scraping out the cartilaginous tumour; the shell of bone 
remaining might suffice to hold the bone together while new bone was being 
formed. 


Two Cases of Heart-block. 

By T. R. Whipham, M.D. 

Case I .—A female infant, aged 2 years 2 months. The child was 
born at full term, and has always been backward. The first tooth 
was not cut until the age of 9 months, and she did not sit up until she 
was a year old. Up to the present she has not walked or talked. She 
is a well-nourished child with a good colour and presents no clubbing 
of the digits. The pulse is slow, full, and regular. The right side of 
the heart in the skiagram appears to be enlarged, and the outline of the 
organ is almost globular. All over the prsecordium a loud systolic bruit 
is audible, the maximum intensity being between the apex and the left 
sternal border and extending up to the pulmonary area. The heart-rate 
is slow, but it varies from time to time, the lowest recorded being 48, 
and the highest 80. The child was first admitted into the Evelina 
Hospital with whooping-cough and slight bronchitis, but even then the 
heart was only beating on the average about 64 per minute, and at 
times the respirations were quicker than the pulse. Paroxysms of 
coughing, moreover, caused very little, if any, acceleration of the heart. 
No cardiac symptoms have at any time been observed. An electro¬ 
cardiogram, kindly taken by Dr. Parkinson, shows a perfectly regular 
2:1 heart-block. There is a polycythsemia of 8,400,000 red corpuscles 
per cubic millimetre and the haemoglobin value is 110 per cent. 




Fig. 2. 

Electro-cardiogram (Case I) 
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Whipham : Two Cases of Heart-block 


Case II .—A girl, aged 12 years. With the exception of measles at 
an early age she has had no illness. Six years ago it was first noticed 
that she had a slow pulse, but it was not until eighteen months ago 
that any cardiac symptoms occurred ; since then she has complained of 
pain around the heart on exertion. She is a well-grown girl and shows 
no cyanosis. The pulse is slow, usually between 50 and 60 per minute, 
and slightly irregular in rhythm ; the extreme rates noted have been 
40 and 64. The heart is of normal shape but it is considerably 
enlarged, especially on the left side, as seen in a skiagram, and there 
is a heaving impulse in the fifth interspace well outside the nipple line. 



FiG; 3. 

Electro-cardiogram (Case II). 



Polygraph tracing of the heart and radial pulse (Case ]I). 

A systolic bruit is audible with its maximum intensity in the fourth 
interspace near the sternum; occasionally at the apex and a little out- 
sid? a slight diastolic whiff has been heard. The second sound in the 
pulmonary area is at times reduplicated. An electro-cardiogram and a 
polygraph tracing taken by Dr. Parkinson show a marked dissociation 
between the auricular and ventricular beats, and an irregularity in the 
rhythm of the latter. A subcutaneous injection of atropine sulphate 
caused the ventricular rate to be increased from 40 to 60 per 
minute, but did not affect its arrhythmia. It appears that there is no 
relation between respiration and this irregularity, and that the patient 
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at times has complete heart-block with pulse slow and regular, and at 
times incomplete heart-block of high grade (3:2, 2:1, and mixed) 
which produces an irregular pulse. The blood count shows 4,800,000 
erythrocytes per cubic millimetre, with haemoglobin 80 per cent. 


DISCUSSION. 

Dr. Whipham said that both cases were undoubtedly due to a congenital 
defect involving the auriculo-ventricular bundle. Cases of heart-block were 
known to occur in children as the result of infective processes, but the 
occurrence of congenital cases supported by the evidence afforded by electro¬ 
cardiograms was, he thought, uncommon. He asked for views as to the 
cause and prognosis. 

Dr. Porter Parkinson asked whether, in the younger of the two patients, 
there was any possibility of syphilitic infection. Sometimes syphilitic lesions 
occurred in the heart in young children quite early. Some years ago he 
showed a gumma in the heart of a child under 2 years old, and post mortem 
that was the only syphilitic lesion evident. If that were so in this patient 
it might account for the heart-block. 

Dr. G. A. Sutherland did not think such cases had been shown before 
the Section previously—i.e., heart-block in a patient apparently in a normal 
state of health. He hoped the excellent tracings exhibited would be repro¬ 
duced in the Proceedings with the full description. The fact that both the 
patients suffered from congenital disease was very striking, and most people 
would be inclined to connect the congenital heart disease with the heart-block 
here. If one assumed that the lesion was a patent ventricular septum one 
could understand why there should be a certain amount of heart-block present, 
because the distribution of the nerves of the bundle of His might be interfered 
with owing to the patency of the septum. He also noticed in the tracings 
an auricular irregularity. He thought the explanation of that was, that in 
children it was almost impossible to get a regular pulse when the heart was 
beating slowly, owing to the influence of respiration on the length of the 
diastole. Assuming, however, that there was a lesion due to congenital defect 
causing the heart-block, he did not think the prognosis need be necessarily 
bad. The elder girl had apparently lived her thirteen years without cardiac 
symptoms, and hence there seemed no reason now for anxiety. 

Dr. F. J. Poynton said though he did not think the case he showed at 
the Cliildren’s meeting at the International Congress w’as of quite the same 
nature, it was of interest in its bearing. It w'as that of a small child who had 
epileptic fits at 6 months of age and was brought to the hospital on account 
of what the mother said was indigestion. The heart was extraordinarily 
iiTegular, and he asked Dr. Lewis to take an electro-cardiogram of it, but 
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the child cried so much that it was then a failure. Dr. Lewis tried again at 
the age at 2 years, and the peculiar beat was due to auricular extrasystole at 
regular intervals. He kept the child under observation for two years ; ft hail 
now been sent away. During that time she developed a systolic murmur, but 
never seemed to be ill, although the extrasystole continued. In the case he 
had referred to, the irregularity only disappeared when she had an illness and 
the temperature rose : later the same curious rliythm developed. No one at 
the Congress could explain or throw light upon the condition, of those who 
saw her. 

Dr. Whipham replied that, so far as he knew, there was no indication nor 
history of syphilis in the baby. In reference to the case of gumma, he asked 
whether the patient had a murmur. [Dr. PARKINSON : No.] With regard 
to the cause, he thought it was a patent intraventricular septum. Dr. 
Sutherland mentioned the irregularity of the auricular beat. He (Dr. 
Whipham) thought that it was a sinus arrhythmia, due to nervous influences, 
or possibly to respiration. It was a point which might be investigated 
more fully. 


Diabetes Insipidus with Infantilism. 

By T. K. Whipham, M.D. 

The patient is a boy, aged 4 years, the sixth child in a family 
of eight, all of whom have been backward. He w^as bottle-fed, cut 
his teeth late, and did not walk until he was 2 years old. He 
cannot yet talk. Height, 2 ft. 9 in.; weight, 1 st. 6^ lb. About 
two years ago he started to pass a large quantity of urine and at 
the same time complained of great thirst, drinking from puddles in 
the backyard, and even his own urine. From this time he is said 
to have wasted. On admission to hospital he was passing from 
200 to 900 c.c. of urine per diem, but under general treatment and 
rest the maximum has been 300 c.c. in a day. For the past month 
he has been given polyglandin, but without any appreciable effect. 
The urine is very pale, of low specific gravity, and contains no 
abnormal elements. 
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Case of Giant Naevus. 

By J. D. Eolleston, M.D. 

Girl, aged 7 years, showing pigmented hairy and warty naevus and 
numerous accessory naevi. The principal naevus starts in front, slightly 
internal to the anterior border of each sternomastoid, and passes back¬ 
wards, occupying each posterior triangle of the neck and extending 1 in. 
below each clavicle. Behind it extends as a continuous sheet upwards 
to the external occipital protuberance, outwards to tlie acromion process 
and downwards to the spine of the twelfth dorsal vertebra, where it 
ends in a tapering point. 

The pigmentation of the naevus is dark brown, interspersed with 
vitiliginous patches, and is interrupted at the periphery by linear areas 
of unpigmented skin running obliquely downwards and outwards. The 
skin of the pigmented area is sharply marked off, but is not raised above 
the level of the normal skin, and shows no sensory changes. There is 
no spina bifida. The naevus is covered by downy hairs mostly of a 
light colour, except in the interscapular region where they are darker. 
Several warty growths of the same colour as the pigmented skin are 
present in the cervical and upper dorsal area of the naevus, the largest 
being situated just below and to the left of the external occipital 
protuberance. 

In addition to the principal naevus other naevi are scattered over the 
rest of the skin. The largest.are situated on the right thigh and right 
buttock. Most of the lesions situated on the limbs are hairy, but a few 
are smooth. A few smooth naevi are present on the soles, but the palms 
are free. The fewest and smallest lesions are on the face. 

There was no hereditary nor familial history of similar lesions, but 
there was a definite history of a maternal impression. During the third 
or fourth month of pregnancy the mother had been frightened by a 
black and tan dog which had tried to bite her husband, and had thrown 
her arms over her head. She had anticipated that the child would be 
marked, though her doctor had tried to persuade her to the contrary. 

Dr. Eolleston said that a giant naevus was one of the curiosities 
of medicine. The site of predilection for such growths was usually the 
“bathing drawers” area—i.e., the lower part of the back, abdomen, 
buttocks, and upper third of the thighs. A giant naevus of “ tippet ” 
distribution, as in the present case, was quite exceptional, and he could 
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find only four similar cases on record (Bircher [3], Bresovsky [4], 
Hallopeau and Lasnier [7], Joseph [8]). In Sir John Bland-Sutton’s 
book on “Tumours” [2] there was a picture of a man w'ith a naevus 
of somewhat similar distribution, but there was no history of the case. 
In addition to the “ tippet ” naevus there were a number of smaller naevi 



Fio. 1. 

Case of giant najvus (front view). 


scattered over the face, trunks, and limbs, and the comparatively large 
naevi situated on the right buttock and right thigh suggested an abortive 
attempt at ‘‘ bathing drawers ” distribution. As was the rule in cases 
of giant n^evi, there was no hereditary or familial history of similar 
lesions, but there was a definite history of maternal impressions, as in 
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several of the recorded cases, of which those recently reported by Drs. 
Dore [5] and Whitfield [9] were examples. Such a history, however, 
was by no means invariable. Dr. E. C. Williams, of Bristol, had kindly 
allowed him to show a photograph of a large pyriform hairy and warty 
nsevus in a boy, extending from the upper dorsal to the mid-lumbar 



Fig. 2. 

Case of giant ntevus (dorsal aspect). 


region. In that case there was no history of maternal impression. In 
the present case there was no history or evidence of syphilis, but in 
view of Gaucher's theory [6] that naevi, like dental and other dystrophies, 
were due to heredo-syphilis, a Wassermann’s reaction had been per¬ 
formed (Dr. Cartwright Wood) and proved negative. 
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14 Rolleston : Case of Giant Naevus 

The question of treatment was of importance from an aesthetic 
point of view. Alibert [1], in his classical work, related the story of a 
young w’^oman in whom the naevus was so extensive as to resemble 
a black waistcoat and drawers. The husband, who adored his wife 
when he had only seen her hands and face, was penetrated with horror 
when he leamt of this deformity. Separation was pronounced and 
plunged two families into the deepest affliction.** 

The mother of the present case is naturally anxious that something 
should be done before the child reaches the age of marriage. 

Dr. Rolleston would be glad of suggestions as to treatment. 

RKFEIIENCKS. 

[1] Alibert. " Monographic des Dermatoses,” 2nd ed., 1835, p. 801. 

[2] Bland-Sutton. “Tumours, Innocent and Malignant,” 6th cd., p. 1*25. 

[3] Bircheb. Arch, f. Derm. u. Syph., Leipz., 1897, xli, p. 196. 

[4] Bresovsky. Pest, Med,-Chir, Presse, 1908, xliv, p. 977. 

[5] Dore. Proc, Boy. Soc. Med. 1911-12, v (Derm. Sect.), p. 118. 

[6] Gouqerot et Blum. Ann, des vial, , Par., 1914, x, p. 618. 

[7] Hallopeau et Lasnieb. Bull, Soc. frang. de derm, et de si/ph.y Par., 1907. xviii, 

p. 106 . 

[8] Joseph. Bei l. klin. Wocheyischr., 1882, xxix, p. 163. 

[9] Whitfield. Proc. Boy, Soc. Med., 1911-12, v (Derm. Sect.), p. 119. 


DISCUSSION. 

Dr. POYNTON asked whether many of these cases died of melanotic 
sarcoma ? He believed such to be the case. He did not think anything could 
be done for such cases, they were too extensive. A member sent him a case 
with molluscous tumours, as well as a very extensive condition of this kind. 
Nearly all the child was covered with liair. 

The President said the case raised two important questions. One 
concerned treatment. There was often a curious distribution about the face 
which seemed to follow no nerve route nor anatomical distribution. An 
illustration of this condition appeared in several text-books. It covered a good 
part of the forehead and cheek. “ Barnum’s man had the condition over 
the whole of the face. In one of the cases he found great improvement 
follow freezing with solid carbon dioxide. The child had a naevus round the 
cheek, and lie had excised a good part of it, and then grafted, but it was 
still disfiguring. Then the freezing was started and continued in the out¬ 
patients’ department for two years, and in the end there w^as very great 
improvement; tlie hair came away, and the skin was very much paler. But 
it took a great deal of patient treatment. There was no scar remaining, and 
tlie skin was nice and soft. The other question W’as as to the reality of 
maternal impressions in these cases. He firmly believed there was some¬ 
thing in them. Some years ago Mr. B. Pitts showed a child wuth much the 
same distribution of naevus ; it was right down the middle of the child's 
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back. The story was that the mother, during the early part of the pregnancy, 
was sitting in a room, when a monkey jumped from the shelf on to the middle 
of her back. It was important to note that if the mother took no notice 
of such events when pregnant there was nothing abnormal about the child, 
but when it was clear that the mother had gone about telling people that 
she exp)ected her child to he marked in a certain way and it was so marked 
surely there was something in it. But the subject could not now he discussed, 
as there were such wide differences of opinion on it. 


Splenomegaly (? Splenic Anaemia of Infancy) improved by 
Antisyphilitic Treatment. 

By Bernard Myers, M.D. 

G. C., AGED 1 year 11 months, was admitted to the Royal Waterloo 
Hospital last June (then aged 18 months) for diarrhoea and w^asting. 
His weight at that time was 9 lb. 8 oz. His father died two years ago 
as the result of an accident, and his mother died of phthisis when the 
patient was a year old. At the age of 4 months patient had measles. 

When first examined in June he presented a very wasted appearance 
all over, his subcutaneous fat and muscles having suffered severely in 
this respect. His abdomen was distended. The child was listless, 
anaemic, of an earthy complexion, and with a sunken fontanelle. Some 
signs of rickets were present. There were about six motions in the 
twenty-four hours. The temperature and pulse were normal on 
admission, while the respiratory rate was slightly raised. The spleen 
was enlarged, moderately firm, and extended to just below the level 
of the umbilicus. The edge of the liver was felt 1^ in. below the costal 
margin. No albumin was discovered in the urine, which was acid and 
of specific gravity 1020. The Wassermann and von Pirquet reactions 
were both positive. 

The blood count on June 17 w’as:— 


Red blood corpuscles 


3,040,000 per cubic millimetre. 

Haemoglobin 


44-0 per cent. 

Leucocytes 


14,000 per cubic millimetre. 

Polynuclears 


35*8 per cent. 

Lymphocytes 


64-8 „ 

Large mononuclears 


6-0 „ 

Transitionals 


M 

Myelocytes 


20 „ 

100-0 „ 

Normoblasts 


3-0 

Megaloblasts 


1-2 „ 
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A provisional diagnosis of splenic anaemia of infancy was made. 
Hydrarg. c creta, gr. t.d.s., together with a bismuth mixture, were 
given. Some slight improvement only being noticeable, this treatment 
was stopped in favour of mercurial inunction over the region of the 
spleen. The diet consisted of milk in various forms, arrowroot, meat- 
juice, and small quantities of brandy. Distinct and steady improvement 
followed the inunctions. The diarrhoea gradually ceased, his appear¬ 
ance became healthier, and his face, body and limbs filled out. The 
spleen was noticeably smaller week by week. On September 17 he 
was put on syrup, ferri iodide, 10 minims t.d.s. On October 9 a blood 
count showed;— 


Red blood corpuscles 

5,640,000 per cubic millimetre. 

Hiemoglobin 

90*0 per cent. 

Leucocytes 

10,000 per cubic millimetre. 

Polyiiuclears 

30 ^ per cent. 

Lymphocytes 

53-6 „ 

Large mononuclears 

12*0 

Traiisitionals 

4-2 


100-0 

blood corpuscles appear normal. 



During his first two months in hospital his temperature was raised 
on and off. His present weight is 1 st. 4 lb. 12 oz. He looks well and 
is now a cheerful, intelligent child, and takes ordinary diet. Both 
spleen and liver are still a little enlarged. He has suffered from catarrh 


of the lungs, but this is now much better. 

On November 20 his blood 

was again examined by Dr. Leathern and his report showed :— 

Red blood corpuscles 

6,130,000 per cubic millimetre. 

Haemoglobin 

100 0 per cent. 

Leucocytes 

16,600 per cubic millimetre. 

Polynuclears 

57*4 per cent. 

Lymphocytes 

19-6 „ 

Large mononuclears 

lC-8 

Transitionals 

30 

Eosinophiles 

. 3-2 „ 


1000 

Normoblasts 

10 „ 


Red blood corpuscles appear normal in size and shape. Wassermann 
reaction positive, although not strongly marked. 

I wish to thank Dr. Sunderland for having kindly given me a free 
hand with this child as regards examination and treatment. 
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DISCUSSION. 

Dr. E. Cautley said there were several questions which could be 
answered in different ways. His view was that there were cases of anaemia 
infantum occurring in syphilitic babies. x\lthough fairly often there was a 
histoi*y of syphilis, in the majority of instances there was no history or 
evidence of that disease. In twenty-two cases investigated by Morse there 
was evidence of syphilis in only two. In his own cases, congenital syphilis 
had been extremely rare. Much the same remarks applied to the association 
of rickets with splenomegaly. Rickets occurred in children so commonly, 
that it could not be attributed as a cause of the splenic anaemia, which 
frequently occurred without any evidence of rickets. Possibly both originated 
from defective alimentation. He thought this case must be assumed to be 
one of splenic anaemia or pseudo-leukaemia, sometimes called von Jaksch’s 
disease, occurring in a syphilitic child. The blood counts were exactly what 
were found in that condition. Improvement under treatment was also usual. 
His experience was that syphilis rarely caused great enlargement of the spleen. 
If there was great enlargement, it occurred in very early life and the liver was 
also large ; in fact, one found visceral syphilis, and the child soon died. 

Dr. POYNTON asked whether Dr. Cautley considered that the splenic 
anaemia of von Jaksch was a definite disease? He expected the spleen to 
be as large in some syphilitic cases as in von Jaksch’s disease. One of the 
worst cases he had seen—it was published by Dr. Voelcker in the Medical 
Society’s Transactions —was cured by the use of antisyphilitic remedies. He 
did not see why one should not regard congenital syphilis as one of the causes 
of von Jaksch’s anaemia. He believed that the day of classifying these 
diseases by blood counts had gone by, and that the whole clinical picture 
and history was of more importance. 

Case of Double-retained Testicle in which the Left Testicle 
was Transplanted to the Right Side of the Scrotum and 
the Right Testicle to the Left Side. 

By Philip Turner, M.S. 

W. T., AGED 12 years, was admitted to hospital on May 17 for 
double inguinal hernia with imperfectly descended testicles. Both 
testicles, which appeared to be ill-developed, could be palpated in the 
inguinal canals; they had never descended below^ the external abdominal 
rings. The following operation was performed : The right sac and 
spermatic cord were exposed by a small incision through the external 
D—5 
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oblique just above the iuternal abdominal ring. The hernial sac was 
sepai^ated from the vas and veins as far as the internal ring, and there 
ligatured. By traction on the distal part of the sac the testicle was 
drawn through the small incision in the external oblique. The sac 
was then ligatured immediately above the tunica vaginalis and removed. 
The remains of the gubernaculum were then transfixed, ligatured and 
divided, the ends of the suture being left long. The testicle, enclosed 
in the tunica vaginalis, was now, except for its connexion with the 
spermatic cord, quite free. An incision about an inch long was then 
made over the front of the left side of the scrotum. The free ends 
of the ligature transfixing the gubernaculum were then seized with 
Spencer Wells’s forceps, which were then introduced through the 
incision in the external oblique, pushed along the inguinal canal, 
through the external ring into the right side of the scrotum. The 
ends of the forceps were then made to impinge against the scrotal 
septum. A small incision was now made on the forceps through the 
wound in the left side of the scrotum. The forceps carrying the 
ligature were pushed through to the left side and the ends of the 
ligature secured. The forceps were then withdrawn, and by pulling 
in the ligature the right testicle was drawn along the track made by 
the forceps along the inguinal canal, through the scrotal septum to the 
left side of the scrotum. Both wounds were then closed. 

The patient was readmitted two months later, and the left testicle 
was then transplanted to the right side of the scrotum by a similar 
operation. 

No sutures are necessary for the fixation of the testicle in its new 
position, the contraction of the opening in the septum preventing its 
return and exercising a gentle continuous traction which is absent in 
the ordinary method of orchidopexy. 


Double Undescended Testicle; Right Testicle Transplanted 
to the Left Side of the Scrotum. 

By Philip Turner, M.S. 

J. T., AGED 14 years, was admitted to hospital on April 20, 1914, 
for double undescended testicle with inguinal hernia. Both testicles 
could be felt in the inguinal canal, and neither had ever descended 
below the external abdominal ring. Two days after admission the 
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right testicle was transplanted through the septum of the scrotum to 
the left side, by the method described in the preceding case. The 
testicle, which is now of fair size, has never shown any tendency to 
return to its former position, and now hangs freely and easily in the 
scrotum. It is proposed shortly to repeat this operation on the left 
testicle, which can at present be palpated in the inguinal canal. 

I have shown these two cases in order to bring to the notice of the 
Section this method of treating an imperfectly descended testicle by 
transplanting it to the opposite side of the scrotum. The treatment of 
these cases is always diflBcult, and the results of the ordinary method 
of orchidopexy, in which the undescended organ is transplanted to the 
corresponding side of the scrotum and fixed there by sutures, will 
generally be admitted to be very unsatisfactory. Generally the testicle 
either atrophies, or when the sutures have been absorbed or cut 
through, returns to its original position. Indeed, many surgeons, when 
the deformity is unilateral, excise the testicle rather than attempt to 
preserve an organ the function of which is probably impaired. How¬ 
ever, this can scarcely be considered when the deformity is bilateral, 
and hence in these cases the testicle is sometimes pushed up into the 
abdominal cavity. The latter proceeding can scarcely be regarded as 
desirable, and even when the deformity is unilateral conseiwative treat¬ 
ment, if it can be effectively carried out, is preferable to excision. Mof^t 
men would prefer to have both testicles in the scrotum, even if one is 
small and ill-developed. 

When only one testicle is undescended the corresponding side of the 
scrotum will be very poorly developed; the opposite side, which con¬ 
tains a normal testicle, will be well developed, and is far better able to 
enclose a second testicle than the poorly developed side ‘which has never 
received the undescended organ. In these cases, after removing the 
hernial sac, I transplant the retained testicle through the septum of the 
scrotum to the well-developed side by the method which I have indi¬ 
cated in these notes. When the deformity is bilateral I repeat the 
operation for the opposite testicle after a period of two or three months. 

Though an undescended testicle is able to produce the internal 
secretion necessary for the development of secondary male sexual 
characters, there is no doubt that in the majority of cases it is function¬ 
less as regards the formation of spermatozoa. This is by no means 
always the case, and it is still an open question whether such an organ, 
if successfully transplanted to the scrotum, may not undergo a normal 
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development, especially if the operation is undertaken before puberty. 
In several of my cases the transplanted organ certainly has increased in 
size—for instance, in one of the testicles of the patient W. T. I cannot 
help thinking that one of the reasons for atrophy so frequently occur¬ 
ring after the ordinary operation of orchidopexy is the rough handling 
which the testicle itself receives. This, and the fact that sutures 
pass through it, must produce a good deal of inflammation. Another 
drawback to the ordinary method of fixation is the absence of any 
long-continued force tending to keep the organ in its new position. 
The action of the sutures, however passed and secured, can only be 
temporary. The division of the vessels of the spermatic cord, which 
is nearly always necessary, must also greatly increase the tendency to 
atrophy. 

The advantages of transplantation to the opposite side of the 
scrotum in the way I have indicated are as follows:— 

tl) The testicle is transplanted to the well-developed side of the 
scrotum, where there is much better accommodation for it than on the 
ill-developed side. 

(2) It is usually possible to effect the transplantation without 
dividing the vessels of the cord. 

(3) Sutures to fix the testicle in its new position are unnecessary, 
and the organ itself is not damaged during the operation. 

(4) When the testicle has been drawn through the septum in the 
scrotum the small opening contracts, and hence the weight of the 
scrotum acting through the septum exerts a continuous slight force 
tending to keep the testicle in its new' position. 

(5) The operation is carried out without dividing the external 
abdominal ring and with the least possible damage to normal tissues. 

As regards results, there is no doubt that the transplanted testicle 
remains in the scrotum, and, as already pointed out, in some cases there 
appears to have been some development. 
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Case of Cleido-cranio-dysostosis in which the Removal of the 
Outer Part of the Imperfect Right Clavicle relieved Setere 
Symptoms from Pressure on the Brachial Plexus. 

By F. J. PoYNTON, M.D., and H. Morriston Davies, F.R.C.S. 

This patient, a girl, aged 20 years, was reported originally by 
Dr. Spriggs in the Lancet} 

In December, 1913, she was shown by Dr. Poynton at the Clinical 
Section for an opinion as to the best method of treatment of severe 
symptoms pointing to pressure on the right brachial plexus. A descrip¬ 
tion of the patient’s appearance and disabilities will be found in both 
the reports referred to. 

Her work as a dressmaker had been interfered with by severe 
shooting pains down the inner side of the arm and over the front of the 
chest. There was marked loss of power in the right hand, and much 
circulatory disturbance. When the shoulder was depressed the right 
pulse was diminished in volume, a sign which assisted in the exclusion 
of syringomyelia, a condition which has been described in association 
with this form of dysostosis. 

Mr. Davies removed the outer fragment of the clavicle, and when 
the patient left the hospital there was already improvement. She 
has been completely free of the severe neuralgic pains, her hand has 
recovered power, and she has resumed her occupation. The only com¬ 
plaint now is of a dull ache in both shoulders, brought on by the long 
hours during which she sits in a position sewing over her work that 
tends to make the shoulders “ over-stoop.” This is relieved by sitting 
up with the shoulders braced back, and is of an entirely different nature 
to the former trouble, which was caused by the inner end of the outer 
fragment of the right clavicle pressing back on the nerves. 


' Laiicctf 1907, ii, p. 1599. 
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Case of Pseudo-rachitic Achondroplasia. 

By Frederick Langmead, M.D. 

E. W., FEMALE, aged 6 months, was first seen at Great Ormond 
Street Hospital when aged 9 weeks. Many characteristic signs of 
rickets were present—viz., lateral grooving of the chest, Harrison’s 
sulcus, beading of the ribs, everted costal margin, prominent abdomen, 
cat back, enlargement of epiphyses, curving of the tibiae, and some 
bossing of the head ; in fact, signs such that if occurring in an older 
child, a diagnosis of rickets would have been arrived at without 
hesitation. There is, however, considerable limitation in the mobility 
of the joints, the opposite to what obtains in rickets. The legs 
were disproportionately short compared with the body, and the finger¬ 
tips, with arms extended, reached only to just below the crest of the 
ilium. On this account the provisional diagnosis of achondroplasia 
had been made, although the head and face have not the characteristic 
appearance of it, nor is there anything characteristic about the hands. 

The case is shown because it so nearly fits the old term “ foetal 
rickets.” Many multiple naevi were present which have been treated. 
During observation the child has had broncho-pneumonia. 

DISCUSSION. 

The President said he did not know whether Dr. Langmead wished to 
adhere to the name achondroplasia. He (the speaker) did not think one 
would apply that name to it at the present moment. Though tlie limbs 
were short, there was no disproportion between the length of the humerus 
and femur and the hones below the elbow and knee respectively. 

Dr. G. A. Sutherland agreed with the President that the child was at 
present suffering from rickets, not from achondroplasia at all. Dr. Langmead 
saw the child at the age of 2 weeks, and it then had some sign of rickets; 
but members naturally could not express an opinion on the condition of the 
child at that age ; only on what the features of the case were now. 

Dr. Langmead replied that he would have been glad to hear what wiis 
the earliest age at which rickets could be diagnosed. If he were told that 
it could be well developed at the age of 9 weeks, he could not agree. There 
was no doubt that a form of achondroplasia existed, described as the pseudo- 
achitic type, which closely simulated rickets. He adhered to his suggested 
diagnosis as being the most probable one. 
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Seasonal Enlargement of the Parotid Glands. 

By Philip Turner, M.S. 

J. V., AGED 13 years, has an enlargement of both parotid glands. He 
has been an inmate of the East London Industrial School, Lewisham, 
for the past three and a half years. Dr. Farmer, the Medical Ofi&cer, 
states that both parotid glands during the time he has had him under 
observation have enlarged and become painful and tender every autumn 
and spring. They remain enlarged for some weeks and then gradually 
subside, but never quite reach the normal size. There was slight pain 
on opening the mouth. The other salivary glands are not affected. 
The only other abnormality that has been noticed is that the boy is 
unduly sensitive to cold. The boy himself states that the enlargement 
of the glands has occurred twice yearly for nine years. The condition 
had been observed by Dr. Farmer to occur for three years. 


DISCUSSION. 

Mr. Tuknek added that he did not see the child until it attended that day ; 

it was sent by a colleague. He had never seen an identical case. 

• 

Dr. C. O. Hawthorne asked whether the boy complained of thirst or 
dryness of the mouth. Cases of recurring enlargement of the parotid glands 
with dryness of the mouth had been recorded by the late Sir Jonathan 
Hutchinson, who was much interested in the condition ; the records are to 
be found in his “ Archives of Surgery\” 

Dr. G. A. Sutherland said the seasonal enlargement of the glands was 
a striking feature. The President had had to deal with so-called Mikulicz’s 
disease; was there anything in the histories of cases of the latter disease 
suggesting periodical enlargement of the gland? 

The President and Mr. Turner replied to Dr. Sutherland’s question 
in the negative. 
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Hawthorne: Case of Achohiric Jaundice 


Case of Acholuric Jaundice. 

By C. 0. Hawthobne, M.D. 

K. B., FEMALE, aged 1 year 3 months. First-born child ; said to have 
been jaundiced since soon after birth. No family history can yet be 
obtained. Jaundice, considerable enlargement of spleen, some enlarge¬ 
ment of liver, no bile in urine, stools normal, blood (Dr. Perkins) gives 
14,500 white cells (polymorphs 44'8, small lymphocytes 47‘2, large 
mononuclears 6‘8), otherwise not noteworthy; blood serum contains 
bile pigment. 


Case of Paramyoclonus Multiplex. 

By C. 0. Hawthobne, M.D. 

Boy, aged 6 years. Said to have been “jerky” since birth, but 
much worse lately. There are frequent quick, clonic muscular con¬ 
tractions, most marked in the abdominal muscles, but seen also in the 
shoulders, upper arms, thighs, and cremaster muscles; the facial 
muscles are affected in «6ome measure. The contractions are bilateral 
in distribution, but corresponding muscles on the two sides are by no 
means always affected at one and the same moment. 

No family history of rheumatism or chorea or epilepsy. 




Section for tbc Stub^ of Bieeaoe in Cbilbren. 

December 11, 1914. 

Mr. T. H. Kellock, President of the Section, in the Chair. 


? Aortic Disease. 

By F. .J. PoYNTON, M.D. 

The interest of this case lies in the entire absence of any history 
of heart disease or cause for heart disease except tonsillitis, and in the 
exact interpretation of the physical signs. 

G. S. M., aged 5 years. Sent up to hospital by school medical 
officer for heart disease. For two years the mother has noticed that 
the child soon gets tired and breathless on exertion. No history of 
rheumatism in child or parents. No fever. Tonsils very large and 
almost meeting. Pulse somewhat irregular, 84, and strikingly small 
in volume. Heart apex J in. int. to V.N.L., fourth space. No apparent 
enlargement, and the impulse not forcible. Apex: First sound short, 
and systolic murmur. Aortic cartilage : Basping systolic murmur con¬ 
ducted upward and outward. No thrill over its maximum. This 
murmur, traced towards the apex, gets fainter, and then the apical 
murmur is heard increasing in intensity to the apex. It would seem 
that these were two different systolic murmurs. The basal murmur 
can be heard at the pulmonary base, but is fainter there than in the 
aortic region. 

The child, in other respects, does not seem to have any signs of 
illness. The question arises as to the interpretation of the basal 
murmur. Is it due to some chronic aortic endocarditis producing 
slight stenosis without aortic regurgitation, the result of an infection 
from the tonsils, is it of no organic significance, or is it congenital? 

JA —1 
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Bunch : Niiie Patches of Morpluva in a Child 



DISCUSSION. 

Dr. PoYNTON added that a number of opinions had been expressed al)out 
this case; he felt he ought to give his also. He regarded it as a slight mitral 
regurgitation witli aortic stenosis. 

Dr. Roj>KKT Hutchison said it was a difficult case to be sure al)OUt, but 
he shared Dr. Poynton’s view. He thought there was a presystolic murmur 
at the apex, as well as a systolic. If others agreed as to that, he thought it 
would constitute strong evidence in favour of the lesion being acquired. The 
breathlessness and the large tonsils pointed in the same direction. There had 
probably been infection through the tonsils, and it seemed to be an acquired 
lesion, the result of endocarditis. He did not know whether to call it rheumatic 
or not. 

Dr. G. A. Sutherland said that all basal murmurs in children were 
difficult to decide upon as to the exact site of origin, esiiecially as, at the 
clinical meetings, there were only limited oi)portunities for examination. There 
was no evidence here of change in the size of the heart, nor had any symptoms 
been referred to. With regard to the question of the presence of a presystolic 
nuirniur, he would like to hear from Dr. Hutchison whether he found such 
a murmur a common incident in a cliild aged 5 years. He (tlie speaker) 
thought tliat, in tliis patient, there was a basic systolic murmur of little 
importance. 

Nine Patches of Morphoea in a Child. 

J. L. Bunch, M.D. 

Thj-: patient, a ^irl. aged II years, developed the first lesion a few 
weeks ago, just below the left iliac crest. It showed itself as a dense, 
yellowish-white small patch, with no suspicion of redness or coloured 
border, and it has retained these characteristics w^hile spreading to its 
present size of in. by li in. The outline is sharp, and, to the touch, 
the skin is distinctly harder than the healthy skin surrounding it. Since 
the appearance of this patch eight other similar, but smaller, lesions 
have appeared on the chest, back, and shoulders. The face is free. The 
sweat glands do not appear to function over the area of these lesions. 
None of th(‘ lesions show' any sign of coalescing. The number, distri¬ 
bution, small size, and rapidity of development of the lesions seem 
to bring the case within the category of the rare disease morphma 
guttata, or white-spot disease. There is no evidence of peripheral 
neuritis or ganglionic lesion. 
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Generalised Ichthyosis. 

By J. L. Bunch, M.l). 

The disease has been present since birth, and the child is now aged 
8 years. The extensor surfaces are most markedly affected, but the 
disease also involves the flexor aspects and the face to a less extent. 
The epidermis is thickened and pigmented, the surface is covered with 
a coarse scaliness, and there is pronounced follicular keratosis. The 
skin is dry, harsh, and rough, is wanting in elasticity, and the natural 
lines of the skin are exaggerated. The dirty-greyish appearance of the 
skin cannot be removed by any external applications. Subjective 
symptoms are practically absent. 

DISCUSSION. 

Dr. J. L. Bunch said these were examples of sclerodermia—one localised, 
one diftuse—and they differed clinically as inucli as could well be. Dr. Goffe 
told him he had had similar cases of generalised ichthyosis in hospital whicJi 
w’ere admitted there for scarlet fever, and in which as a result of the usual 
peeling after scarlatina the symptoms had disappeared, at least temporarily. 
Tlie second case seemed to be a very rare disease. It seemed to coiTespond 
with the description by American dermatologists under the name “ white-spot 
disease.” Only a few cases of this disease seemed to have been recorded. 

Dr. E. L. Goffe said the cases referred to by Dr. Bunch were two 
members of the same family, who were admitted for scarlet fever. They had, on 
admission, the exact appearance of Dr. Bunch’s case of generalised ichthyosis, 
together with a bright punctiform erythema, sore throat, and high tempera¬ 
ture. They went through the process of peeling all over the body, including 
the hands and feet. The condition of the skin improved during the early 
desquamating stage of scarlet fever, but towards the end of their stay in 
hospital—about seven weeks—the ichthyotic appearance began to return. 

Dr. Boynton said that the second case was so rare that it would be 
interesting to learn what had ha])pened to tlie other cases of “ white-spot 
disease.” 

Dr. Thuksfield asked whetlier tliere was any relation between cases of 
this kind, in which there was a definite thickening of the skin with, apparently, 
a tendency to inflammatory reaction surrounding the wliite patches, and the 
cases of loss of pigment which one saw in children from time to time—a simple 
leucoderraia, without inflammatory thickening. Was anything known of the 
l>athology of either condition ? 



28 Sutherland: Myatonia Congenita with Dilatation of Colon 

Dr. Bunch replied that the pathology of morphoea and vitiligo was not 
accurately known. The usual view was that morphoea was due to a ganglionic 
condition, and ichthyosis was perhaps due to peripheral neuritis. They differed 
from vitiligo inasmuch as the skin was hard in sclerodermia, whereas it was 
not changed in vitiligo in respect to textural structure. In one or more of 
the American cases the white spots had later developed into typical morphoea 
lesions, with the usual induration and clinical appearances. 


Case of Myatonia Congenita with Dilatation of Colon. 

By G. A. Sutherland, M.D. 

A. C., MALE, aged 2 years. 

(1) Was admitted because of an abdominal swelling; the abdomen 
had been noticed to be very large. Bowels usually constipated; recently 
motions loose, scanty, offensive. A large swelling occupied the right 
side of the abdomen and extended into the iliac region on the left side; 
apparently faecal. Anal orifice very small and tight. X-ray shows 
great dilatation of colon. Abdominal mass removed by enemata, &c., 
and sphincter ani forcibly dilated. Great improvement as regards 
action of the bowels and size of abdomen. 

(2) Child can sit up, but cannot stand or pull himself into erect 
posture. Can stand with support. Muscles small and markedly 
hypotonic. Joints very flaccid. Knee-jerks not elicited. No marked 
rickets. 

(3) A peculiarly apathetic, placid infant. Never talks, but babbles 
a little to himself, and smiles. ? State of mental backwardness. 

DISCUSSION. 

Dr. Sutherland added that the condition of the abdomen made him 
think of Hirschsprung’s disease. After Mr. Murray had dilated the sphincter 
the bowels began to act naturally, though they had never previously done so. 
That continued until a fortnight ago, when constipation came on. He believed 
that in Hirschsprung’s disease usually there was no cause ascertained for 
obstruction, and he wondered whether the stretching of the sphincter in this 
case, and the result which followed, showed that the fault was with the 
sphincter. He invited views on that point. 

Dr. E. Cautley asked for a clearer description of the nature of the 
abdominal tumour. He asked, because, a fortnight ago, he had a baby under 
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care, aged 14 months, with abdominal tumour and great distension of the 
abdomen. The tumour was on* the right side and somewhat superficial, but 
the general distension made it difl&cult to be certain of its extent and character. 
There was a history of constipation, and, as the result of treatment by enemata, 
some semi-solid faeces were passed. When he saw the child a few days later 
the tumour was more obvious, and he thought that was because of the reduc¬ 
tion of the flatulent distension. It extended from the right costal margin to 
the pubes, but one could get the finger between it and the liver. He remarked 
to his resident medical oflBcer that it felt like an enlarged spleen on the wrong 
side, but it extended into the loin like a renal tumour. As it was very hard 
he left a request for a surgeon to see the child, with the idea of having an 
exploration done, as it might possibly be sarcoma of the kidney. His first 
diagnosis was a tuberculous gland, with matting of intestines. He ordered i gr. 
of hydrarg. cum cret4 night and morning, and sulpho-carbolate of soda for the 
distension, and, four days later, the tumour had disappeared. Yet the tumour 
had been so hard that he could not indent it. He had never felt such a hard 
faecal tumour in a child so young, nor a sarcoma of the kidney of such a firm 
consistency. The rapid variations in size indicated faecal accumulation, but 
there were no excessive stools during its disappearance, and no scybala were 
present. 

The President (Mr. T. H. Kellock) asked wdiat was the nature of the 
stricture of the anus ; whether it was congenital, because the rest of the child’s 
muscles were so flabby that one could hardly imagine the sphincter alone was 
in a state of clonic contraction. The musculature of the rectum was often at 
fault in a case of congenital malformation at the anus. 

Dr. Leonard Guthrie asked why Dr. Sutherland described the case as 
inyatonia congenita, and whether he referred it to the class of cases first 
described by Oppenheimer, and since recognised by Batten and others as 
cases of congenital muscular dystrophy. There was little evidence of that 
disease in this case; there was simply considerable myatonia, not more than 
met with in certain cases of rickets, in which the osseous changes were slight. 

Dr. Sutherland replied that if it was merely a case of constipation it 
merited the name of uncommon constipation; it was not the kind ordinarily 
met with in a child. Dr. Cautley had asked him how he knew the tumour was 
fsecal. His own note said there was a large, soft, semi-solid feeling mass in the 
situation indicated, not tender, very soft on pressure, and pitting markedly; it 
could be put into any shape—i.e., it felt like a mass of clay, and the outline 
was altered by manipulation but soon recovered its original shape. At the time 
he thought there was little doubt that it was faecal. The case described by 
Dr. Cautley was a very puzzling one, and he could not throw any light upon 
the disappearance of such a tumour; it could not have been a faecal tumour. 
In answer to the President, there was atony in all the muscles of the extremi¬ 
ties, but he did not see why, despite this, the si)hincter ani should not be in 
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a state of spasmodic contraction. It had a very special nerve supply, a branch 
of the long pudic, and it was not uncommon, amongst other congenital lesions, 
to find a considerable amount of sphincter spasm in young infants. He had 
suggested the possibility that the contraction of the sphincter might have had 
something to do with the dilatation of the colon above. If Dr. Gutbrie, with 
his knowledge of myatonia congenita of Oppenheimer, considered it w’as not an 
example of that disease, he was content to accept the statement. He put that 
title to the case rather than that of rickety hypotonicity, for two reasons : first, 
the condition of hypotonicity was out of proportion to the other signs of rickets 
about this child, and he felt sceptical about the diagnosis of a general disease 
such as rickets, in which one class of symptoms was so very preponderant, 
while all tlie others were absent; secondly, there was the absence of the knee- 
jerk, a very unusual feature in a child of this age. 


Hypertrophy of the Gums. 

By Kobert Hutchison, M.l). 

J. C., AGED 5 years, has had enlarged gums all his life, which now’ 
make it impossible for him to shut his mouth properly. The gums are 
greatly hypertrophied, the teeth being almost buried in them. Pus can 
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be squeezed out from around some of the teeth. The boy seems other¬ 
wise in good health. • 

Dr. Hutchison added that he had never seen a case of the kind 
before, but dental surgeons occasionally saw them ; and he wished to 
elicit the experience of any who had had a case of the kind operated 
upon. The skiagram showed the bones to be quite unaffected. 


DISCUSSION. 

The President asked whether there was here any connexion between the 
bad condition of the teeth and the hypertrophy and suppuration of the gums. 
If so, the first step in treatment seemed to be to get the stumps of the teeth 
removed, and so get rid of the sepsis about thorn. It would be interesting to 
take out some of the stumps, say on one side of t.ho lower jaw, to see if any 
improvement followed. It could then be seen whether it was a local condition 
caused by the condition of the teeth. 

Dr. F. Parkes Weber drew attention to the scarcity in medical literature 
of records of cases of extreme hypertrophy of the gums. Hyi^ertrophy of gums 
occurred in the remarkable family series of cases of molluscum fibrosum in 
children described by John Murray in 1873,^ and afterwards by A. Whitfield 
and A. H. Kobinson in 1903.“ In that series the condition of the gums 
appeared to be primarily due to the molluscous fibromatous disease. Secondary 
inflammatory changes would doubtless occur in hypertrophy of gums (just as 
a kind of chronic superficial glossitis was commonly present in many cases 
of congenital “ fissured tongue*’—so-called “scrotal tongue”—and probably due 
to the retention of debris of food in the clefts). 

Dr. Thursfield said that four years ago he had a similar case, which he 
lianded over to his dental colleague, Mr. James, who extracted the teeth and 
pared the gums. That gentleman’s opinion was, in his recollection, that such 
hypertrophies were all fibrotic, the result of an inflammatory lesion in the 
gums. He did not think the term “ congenital ” was legitimately applied to 
the condition at all. He had found in the literature that hardly any cases 
were recorded below the age of 4 or 5 years. If the condition were con¬ 
genital, one would have expected records of cases before that age. Unless 
there was a very complete history in this case of existence from birth, he 
would incline to believe that the hypertrophy was inflammatory. 

Dr. Hutchison replied that the mother’s account left little doubt that 
the hypertrophy of the gums preceded the appearance of teeth ; the latter 
had never been able to force themselves beyond the gum surface ; they were 

' Med.-Chir. Trans., Loud., 1873, Ivi, p. 285. 

^ Ibid,, 1903, Ixxxvi, p. 293. 



32 


Turner: Pulsating Tumour of Scalp 


somewhat carious, and probably would come out. If this condition were the 
result of sepsis of the gum, or of pyorrhoea alveolaris, one would expect it to he 
commoner than was the case. His leaning was to the congenital view ) that it 
was comparable to macroglossia, and, if it were a permissible term, one could 
call it gigantism of gums. 


Pulsating Tumour of the Scalp. 

By Philip Turner, M.S. 

V. B., AGED 18 years, has had for the past nine years a pulsating 
swelling of the scalp. This appeared shortly after a fall in which she 
struck her head against a concrete floor. She was not unconscious 
after the fall and there were no symptoms of concussion and no open 
wound of the scalp. The tumour has caused no symptoms, but has 
increased slightly in size. Three or four months ago the skin over the 
swelling ulcerated and became very septic, but there was no haemor¬ 
rhage ; but as the result of treatment the ulceration soon began to heal. 
There is now a soft, pulsating swelling occupying the occipital region 
and extending nearly to the vertex. An X-ray examination has been 
made and this shows no opening in the bone, though the surface 
appears irregular and grooved. 

DISCUSSION. 

Mr. Turner added that a thrill was occasional; it was not always present. 
Also there was a well-marked bruit over the tumour, and the President pointed 
out to him that if one traced the bruit downwards, it stopped suddenly at the 
point where the occipital artery became superficial. The condition of the 
patient three months ago was very different from that now seen, and when 
first seen he thought it was a cystic condition, the cyst containing cerebro¬ 
spinal fluid, the result of the original injury. But with the improvement in 
the condition his view now was that it was cirsoid aneurysm; the outline of 
some of the dilated vessels could be both seen and felt. The tumour seemed 
definitely to have appeared immediately after an injury; the mother took it 
to be a bump, but instead of disappearing after a time it continued to increase. 
There was a scab still on part of the swelling, and he intended to w^ait until 
liealing had occurred, and then excise the whole tumour. He hoped that the 
chief blood supply came from the lower extremity, and if the big vessels in that 
situation were secured, the bleeding would, he hoped, be easily controlled. 

The President said the connexion between cirsoid aneurysm and injury 
of the scalp was interesting, because ho thoiiglit it had been attributed to 
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injury to an artery. They were seldom found in young children, chiefly 
occurring in young adults. He agreed with Mr. Tumer^s diagnosis, and it 
was the commonest situation for the condition. They usually got larger, yet 
apparently spontaneous haemorrhage from them was very rare. He asked why 
operation should be delayed because there was a patch of ulceration. It could 
be sterilised, and obviously something should be done at once as it was 
increasing. He suggested making a peripheral incision, distal from the occipital 
artery, turning back a flap containing this, and secure vessels from the skull 
side of the tumour when everted; there would then be less hsBmorrhage than 
from trying to attack the feeding vessels first. Frequently these vessels were 
tied, but cessation of the bleeding had not always been brought about by that. 

Dr. Milner Burgess said he had a similar case connected with the 
anterior temporal artery, following upon traumatism, and it was operated upon 
successfully by the late Mr. Macready. 

Mr. Philip Turner replied that he thought that the term “ cirsoid 
aneurysm ” was rather loosely used, and that there were sometimes abnormal 
communications between arteries and veins. 


Cerebral Embolism in Diphthena. 

By J. D. Eolleston, M.D. 

Girl, aged 8 years, was admitted to hospital on October 24 with 
severe faucial and nasal diphtheria on the third day of the disease. 
Large doses of antitoxin were given, and the throat became clean on 
October 28, but the same day the heart, hitherto normal, showed some 
dilatation and weakness of the first sound. The voice became nasal on 
October 30. 

At 11.15 a.m. on November 7 she retched, the respirations became 
rapid, the colour cyanosed, and a convulsive movement of the right arm 
and loss of consciousness ensued. Double ankle clonus and double 
extensor response were, obtained. Both abdominal reflexes were lost, 
but the corneal reflex, though absent on the right, was active on the 
left side. A cardiogram (taken by Dr. E. B. Gunson) showed premature 
ventricular contractions. Pulse 115. On November 8 the pulse was 160, 
and during short paroxysms rose to 220 and 240. Until death, which 
occurred on November 9 about thirty-eight hours after the ictus, there 
was flaccid paralysis of both upper limbs and the left lower limb, with 
occasional convulsive movements of both upper limbs and more or less 
persistent rigidity of the right lower limb. Cheyne-Stokes breathing 
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was well marked. The temperature, which had been subnormal since 
October 28, rose to 101° F. after the ictus and was 103° F. the 
following day. 

The specimen shows embolism of the basilar artery, of the superior 
cerebellar arteries, and to a greater or less extent of all the arteries 
entering into the formation of the circle of Willis—viz., the posterior 
cerebral, posterior communicating, internal carotid, anterior cerebral, 
and middle cerebral arteries. The lesions are much more marked on 
the right than on the left side. An ante-mortem clot w’as found in the 
left ventricle and a small infarct in the left kidney. 

DISCUSSION. 

Dr. Rolleston said the question had arisen as to why he called it 
embolism, instead of thrombosis. He did so because there was a definite heart 
lesion, and at the autopsy there was an ante-mortem clot in the left ventricle, 
and an infarct in the kidney. It was an unusual case of cerebral embolism, 
because in all the other cases he had seen or read of following diphtheria the 
process had been associated with hemiplegia. This case presented all the 
sym])toms described by Osier as associated wdth obstruction of the basilar 
artery. In this case during life the conjunctival reflex was preserved on the 
left side and lost on the right; and that, he thought, was because the 
vascular ol)struction was less on the left side. 

Dr. E. Cautley said he thouglit the nature of the clotting was more that 
of a primary thrombosis than embolism, and lie did not think the small infarct 
found elsewhere w'as necessarily due to embolus. He asked w^hether Dr. 
Rolleston could form any estimate as to the duration of the ante-mortem clot 
in tlie heart, because the notes implied that there w’as some cardiac failure 
a considerable time before the sudden thrombosis or embolism. Also, w’hat 
w^as the probable age of the infarct found in the left kidney ? If the infarct 
w’as embolic it should be of more recent origin than the clot, on the supjxisition 
that both the infarct and the clot in the liasilar artery were due to portions of 
detached ante-mortem clot. 

Dr. Rolleston replied that he considered the infarct in the kidney was 
anterior to the clot in the cerebral vessels. It was very difficult to distinguish 
between embolism and thrombosis. In most of the cases of hemiplegia 
following diphtheria ^ the post-mortem findings had showm that it was due to 
embolism, not thrombosis: his other reason for calling the condition embolism 
was that there was another embolus elsewdiere. In answer to Dr. Sutherland, 
here again he api)ealed to the literature ; most of the cases of cerebral embolism 
in dii)htheria had been attributed to apical endocarditis. He had not made a 
section of this specimen, Imt to the naked eye there w’as nothing very definite. 


PrtKccdinfjfi, 1913, vi (Clin. Sect.), p. 69. 
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Pericarditis in Scarlet Fever. 

By E. B. Gunson, M.D. 

. Clinical Note. —D. E., female, aged 15 years, was admitted to the 
Grove Hospital, suffering from scarlet fever, on the thirtieth day of 
disease. She had previously had measles, chicken-pox, and whooping- 
cough. She had never had rheumatic fever, but had had occasional 
“ growing pains.” On admission the temperature was subnormal. The 
patient was pale. The pulse was regular, with a rate of about 100 per 
minute. The heart was not enlarged. In the mitral area there was a 
short, sharp first sound, followed by a loud, rough systolic murmur, 
conducted to the axilla. Endocarditis was diagnosed, and the patient 
was kept in bed. The temperature remained subnormal until the 
thirty-fifth day, when it rose to 101° F. Slight pyrexia persisted. On 
the thirty-eighth day the pulse became irregular, owing to each alternate 
beat being due to a premature contraction. The arrhythmia persisted 
for two days only. On the fortieth day pericarditis developed, accom¬ 
panied by arthritis. Death occurred on the forty-fourth day. 

Pathological Note .—Post mortem the parietal and visceral layers of 
pericardium were completely but loosely adherent by recent fibrinous 
exudate. When the layers were separated and the exudate-was de¬ 
tached, numerous small subepicardial hsemorrhages were disclosed. The 
heart muscle was pale. The cusps of the mitral and tricuspid valves 
were thickened and there were some recent vegetations on the mitral 
valve. The left auricle presented a patch of mural endocarditis. There 
were a few small patches of atheroma at the commencement of the 
aorta. 

Microscopical Appearances .—The left auricle shows thickening of 
the endocardium, with areas of commencing necrosis; myocarditis ; or¬ 
ganising pericardial exudate containing a number of irregularly dilated 
capillaries. The right auricular muscle presents a similar appearance ; 
the endocardium is healthy. The left ventricle shows acute myo¬ 
carditis of mild degree. 
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Pericarditis from a Case of Scarlet Fever. 

E. G. L. Goffe, M.D. 

Girl, aged 9 years, was admitted to hospital on October 9, 1914, 
sufltering from scarlet fever. There w^as a previous history of rheumatism. 

Condition on admission: Well-marked punctiform erythema of trunk 
and limbs ; fauces enlarged; cervical adenitis; choreiform movements 
of face, right arm, and leg ; temperature 102° F. 

October 26 : Double pericardial rub at base; presystolic and systolic 
apical bruit; increased area of cardiac dullness. 

October 31 : Pericardial rub more marked ; area of cardiac dullness 
increased; choreiform movements marked. 

November 1: Epistaxis and difficulty in swallowing. 5 p.m.: 
Cyanosis, rapid breathing, restlessness. 

November 2, 1.50 a.m. : Death. 

Dr. J. D. Eolleston said pericarditis was very rare in scarlet fever, rarer 
than some text-hooks led one to imagine. In the statistics of the Metropolitan 
Asylums Board for the ten years 1900-1909 the percentage of cases of peri¬ 
carditis was only OTO, and in both the present cases there was a question 
whether scarlet fever was responsible, at all events entirely. In Dr. Gofife’s 
case there was a history of rheumatism, and in Dr. Gunson’s the “ growing 
pains ” probably meant abortive rheumatic fever. Probably more cases 
occurred, but were latent. 


Specimen of Perforation of the Arch of the Aorta by Safety 
Pin Impacted in the (Esophagus. 

By E. G. L. Goffe, M.D. 

C. A., FEMALE, aged 10 months. Admitted to North-Eastern 
Hospital, Tottenham, on February 18, 1912, certified to be suflfering 
from scarlet fever. 

History of case: No previous illness ; sore throat, February 16 : rash 
on chest, February 17. 


iiiij 



Section for the Study of Disease in ChildreJi 37 

On admission: Temperature lOO® F., pulse 120, respiration 48, 
rash nil, throat nil, tongue furred, fretful. 

As the diagnosis of scarlet fever was not confirmed on admission. 




Fig. 1. 


Fig. 2. 


The cBSophagus opened from behind. 


The aorta opened from the front. 


the child was sent to an isolation ward. It was seen again late the 
same evening, when the nurse reported that it was fretful and had 
vomited a little milk after each feed. At 12.30 p.m. next day 
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(February 19) the child vomited after a feed of milk and brought up a 
quantity of blood, and died. 

No definite information could be obtained from the parents, who 
were music-hall artistes. They had never missed the safety pin, which 
was one of a type used to secure the child’s napkin. From the informa¬ 
tion received I came to the conclusion that the child had swallowed 
the pin aibout three w’eeks before death. 

The specimen shows the oesophagus, larynx, and trachea, w’ith the 
arch of the aorta and the large vessels arising from it, with a brass 
safety pin in situ, as found post mortem. The oesophagus has been 
opened at the back. The pin is open, with the open end downwards. 
Viewing the oesophagus from behind, the catch half of the pin is seen 
in the oesophagus : the other half, having passed through the oesophagus, 
point downwards and forwards, is not seen. The pin portion passes to 
the left of the trachea on a level with its bifurcation. The oesophagus 
is perforated on its anterior surface about 2 in. from its upper extremity; 
the pin half, having passed completely through the wall of the oeso¬ 
phagus, is in a cavity which goes from the gullet to the aorta. The 
cavity is about J in. across. The walls of the cavity are thickened. 
Viewing the specimen from the front there will be seen a perforation 
in the wall of the aorta, with the point of the pin just appearing througli 
the hole (marked with a black speck) in the interior of the artery. The 
aorta is perforated about ^ in. below the origin of the left subclavian. 
Death was due to haemorrhage from the aorta, owing to ulceration set 
up in its walls by the presence of the pin in the tissues between the 
aorta and gullet: The bleeding was into the oesophagus. The stomach 
was full of blood, one large clot. There was little blood in the u[)per 
part of the small intestines. No blood, altered or unaltered, was found 
in the large intestines. The heart and blood-vessels were practicallv 
empty. All the tissues w^ere pale and bloodless. 
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DISCUSSION. 

Mr. Philip Turner said it was a remarkably interesting case. He saw 
a somewhat similar one sixteen years ago. A girl, aged 18 years, was admitted 
under Sir James Goodhart for haematemesis; she had had two haemorrhages, 
and the diagnosis was gastric ulcer. After being in hospital tweMty-four hours 
she had a terrific haematemesis and died. She gave a history of having 
swallowed a chicken bone three or four weeks before, but she had had no 
trouble from that for some time. At the post-mortem the bone was found. 
It had ulcerated through from the oesophagus, and had opened the aorta in 
the same place as the pin had in the present case—i.e., just beyond the origin 
of the left subclavian artery. 

Dr. J. D. Eolleston said cases of foreign bodies in the air or food passages 
seldom found their way into fever hospitals. In the Asylum Board statistics 
for the last fifteen years (1899-1913) there were only six, which had all been 
certified as cases of diphtheria; three were foreign bodies in the larynx, two 
in the oesophagus, and one in a bronchus. 

Dr. Goffe replied that possibly one of the six cases mentioned by Dr. 
Eolleston was this one, as it occurred at one of the Asylums Board hospitals 
in 1912. In this case there was no history of a foreign body, and there were 
no symptoms pointing to such a condition. The child’s parents were away 
from home at the time, and the child was being looked after by the gi'and- 
mother, apparently in a casual way. 


Case of Liver Abscess in an Infant. 

By Eric Pritchard, M.D., and (\ Violet Turner, M.B. 

A MALE infant, aged 5 weeks, healthy at birth, jaundiced at 4 days 
old for nearly a fortnight. Abdomen always prominent; became much 
more distended five days before admission to hospital, with dilated veins, 
swelling of feet, legs, scrotum, and penis three days. / 

On admission : Temperature 97^ F.; did not appear very ill. 
Abdomen very distended; liver enlarged to umbilicus, greatest enlarge¬ 
ment in right flank. (Edema of abdominal wall, back, legs, scrotum, 
and penis. 

Twenty-four hours after admission, temperature lOP F. Bkin of 
abdomen became purple and began to slough; no vomiting; death. 

Postmortem: Liver abscess size of an orange in right lobe. No 
other source of suppuration found; slight recent peritonitis; all other 
organs healthy. The pus from abscess grew Bacillus coU and a Gram- 
negative diplococcus. Culture from the heart’s blood grew Bacillus coli. 
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DISCUSSION. 

The President asked whether the pus was examined, and, if so, what was 
found in it. He suggested the possibility of there being streptotlirix, as one 
found actinomycosis in unexpected places. 

Dr. Violet Turner, in reply, said the pus was examined, and the direct 
films showed Bacillus coll and a diplococcus ; no actinomycosis was found. 
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January 22, 1915. 

Mr. T. H. KeIjLock, M.C., President of the Section, in the Chair. 


Case of Congenital Syphilis. 

By F. D. Saner, M.B. 

S. C., AGED 9 years. The history of this case previous to admission 
two months ago is extremely vague. The child was apparently quite 
healthy until just over two years ago, when the mother' sought advice 
on account of some pain and stiffness in the left elbow and ankle-joint. 
The child was treated for “ arthritis.” Some months later a small 
hard lump appeared about the centre of the forehead, which gradually 
enlarged and finally ulcerated. The left leg became very deformed, and 
for nine months before admission she was unable to walk. 

No specific treatment had been given until the child was admitted 
to hospital on November 11, 1914. She was then extremely wasted 
and anaemic, did not eat or sleep. There was a large, circular, foul¬ 
smelling ulcer, with a sloughy base, in the centre of the forehead, quite 
half as large again as the present condition. It is now at least 2 in. 
in diameter and is practically circular. The eyes were almost closed 
from oedema of the upper lids. The liver and spleen were distinctly 
palpable and still are. "Wassermann’s reaction was positive. Since 
admission hyd. c creta 1 gr. has been given three times a day, and 
an inunction of ung. hydrarg. i dr. once daily. In addition, pot. iod. 
5 gr. 5 inf. gentian co. ad. 2 dr., t.d.s., has been given, and sanitas 
fomentations to the forehead. A hydrogen peroxide mouth-wash has 
been used, and the treatment has been very well borne. 

The child has gained 12 lb. in weight since admission, her appetite 
is good, and now she plays and sleeps well, 
p—2 
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DISCUSSION. 

Mr. Saner said he would be glad of advice as to the further treatment of 
the child. For more than two years she had no specific treatment. During 
the last two months she had had mercury, both in pill form and by inunction. 
The Wassermann reaction was still positive. He would like fitdvice as to 
whether salvarsan could safely be given. 

The President (Mr. T. H. Kellock, M.C.) said that an interesting point 
was that the child was healthy until two years ago. Apparently this child, 
like many congenital syphilitics, showed no evidence of disease until rather 
late, and then many bones became affected, as it was common to find in these 
cases. He thought that the possibility of there being exfoliation of bone 
inside as well as outside the skull would rather militate against the use of 
salvarsan, for intracranial trouble might arise if the exfoliation of bone inside 
the skull were brought about too rapidly. As the child was now improving 
so markedly it would seem wiser to continue the present treatment and see 
how far the improvement would go. 

Dr. F. Parkes Weber said that cases in which the manifestations of 
congenital syphilis first attracted attention relatively late in a child’s life were 
very interesting. In the present case he wished to draw attention to the 
large growth of the left tibia, which had occurred without the child suffering 
particular pain. One would have supposed that an accompaniment of such 
bone disease would have been great pain sufficient to keep the child awake at 
night. But as a matter of fact, in the most typical cases of this kind there 
was scarcely any pain or tenderness in the affected bones. Sometimes the 
disease was symmetrical in the two tibiae, and such a case would much re¬ 
semble osteitis deformans in adults. He had contributed a short note to the 
British Journal of Children's Diseases (when it was edited by Dr. Carpenter) 
on the condition in question, speaking of it as so-called “ osteitis deformans ” 
of congenital syphilis.* Some French writers had, he believed, suggested that 
all cases of osteitis deformans in adults were due to syphilis. That view, 
however, he regarded as untenable. The case of congenital syphilis to which 
he had referred was that of a boy who presented a most remarkable appear¬ 
ance, because both tibiae were very long, the legs below his knees looked much 
too long and thick in comparison with his thighs and the rest of his body, having 
increased abnormally in length owing to the chronic inflammation. The bone 
disease began to show itself when the boy was aged 7 years. It was only 
later, when he was aged about 14 years, that the development of gummata 
made its syphilitic origin quite obvious to all. The prognosis in such cases 
was not, he believed, as bad as one would expect; he had been informed that 

' F. P. Weber, “A Note on Congenital Syphilitic ‘Osteitis Deformans,’” Brit. Jount. 
Child. Dis., Lond., 1908, v, p. 83. 
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the above-mentioned boy had grown up to manhood. In Mr. Saner’s case, if 
there were no contra-indications to salvarsan or neo-salvarsan he did not see 
why small doses of it should not be given intravenously, though he agreed 
with the President that if there were disease of bone inside the cranium one 
would hesitate about giving it. 

Mr. Saner replied that there was no evidence of bone changes inside the 
skull: an X-ray examination of the skull had been made which showed 
destruction of the outer table of the frontal bone. There were no other 
symptoms of intracranial trouble. 


Case of Enlarged Liver in a Boy, aged 15 Years. 

By H. W. Barber, M.D., and F. D. Saner, M.B. 

C. P., AGED 15 years, was admitted to hospital on December 27, 
1914, for pain in the right side, which had only been present for a few 
days. The boy is of average development for his age and there is no 
history of any previous illnesses. On examination the liver is found 
to be considerably enlarged; on the right side its lower border nearly 
reaches the iliac crest; in the mid-line its lower margin is just below 
the umbilicus, and it can be traced to the left costal margin at the level 
of the ninth costal cartilage. The spleen is not enlarged. The Wasser- 
mann reaction is positive. There is no eosinophilia. 

DISCUSSION. 

Dr. Robert Hutchison thought the most probable diagnosis was that it 
was a syphilitic liver of some kind, there was a positive Wassermann*s reaction, 
and the child had the facies of congenital syphilis. With regard to the patho¬ 
logical condition of the liver, he thought it was waxy, at least partially, and 
might be gummatous also. He could not feel the spleen, and it did not appear 
to be enlarged, and none of the other viscera seemed to be affected. 

Dr. Porter Parkinson thought that the liver being apparently the only 
organ affected by syphilis was not against the diagnosis that the condition 
was syphilitic. That disease often seemed to attack one particular organ and 
expend its energy upon it without spreading generally. Sometimes it picked 
out one bone, sometimes a gumma was present in only one organ. In a recent 
case a gumma was found in the heart of a child, and there was no evidence of 
syphilis elsewhere. Commonly the spleen was enlarged in syphilitic children, 
without any other organ showing change. He believed that the effect of 
anti-syphilitic treatment by mercury and iodide of potassium in this case 
would be a considerable reduction in the size of the liver. 

P—2a 
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Stephenson: Haimatoma of Lower Lid 


Mr. Philip Turner said he thought one of the most striking things about 
the case was the way in which the costal margin and the lower ribs were 
displaced on the right side. On looking at the child from a distance, it was 
obvious that there was some displacement of the costal margin. He did not 
remember having seen anything like that in a case of syphilitic liver before, 
and he would like to bear if other members had. 

Postscript .—On February 9 Mr. Turner opened the abdomen and 
found that the liver was not enlarged and that the swelling was in the 
right upper renal region, being in all probability a hypernephroma. 
The liver itself was displaced towards the left hypochondrium. 


Haematoma of the Lower Lid in an Infant, aged 5 Months 
(an Unusual Manifestation of Infantile Scurvy). 

By Sydney Stephenson, C.M. 

K. B., AGED 5 months, was brought to the Eye Department of the 
Queen’s Hospital for Children, London, on January 7, 1915. 

The history of the case was to the effect that the infant did well 
until the middle of last December, when she developed “thrash,” 
diarrhoea and vomiting, symptoms from which she made a fair recovery 
in the course of about a fortnight. On January 3 a small black spot or 
line was noticed in the skin of the right lower eyelid. There had been 
no injury to the parts. No especial importance was attached to the 
mark. But on the following morning the eyelid was swollen and dis¬ 
coloured, and since then no particular change has been noticed in the 
condition of the parts. On January 6, the day before the infant 
attended the hospital, the medical practitioner, under whom the patient 
had been, made a puncture into the distended lower lid, resulting in the 
escape of what is described as “ blood and matter.” 

As to diet, for the first two months of life the baby was on the 
breast, and after that Nestis’s milk was given exclusively. Since 
recovery from the attack of December last nothing has been given in 
the way of food except albumen water. No patent foods have been 
used in bringing up the infant. 

On admission, the right eye was completely closed by the pressure 
of the lower lid, which was enormously distended with blood. The 
swollen parts were almost chocolate-brown in colour. A recent puncture, 
exuding a little blood, was present at about the junction of the outer 
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third with the inner two-thirds of the lower lid. The upper eyelid 
was not swollen, and exhibited merely a few insignificant patches of 
cutaneous ecchymosis. The eyeball was not protruded. The cornea 
was clear. Temperature, 99*^ F. The child had some colour in her 
cheeks, and although somewhat wasted (weight, 11 lb. 6 oz.) yet looked 
tolerably well. No tenderness on handling. No swellings about legs 
or arms. There were no teeth, and the gums were in excellent condition. 

A provisional diagnosis of infantile scurvy was made, and the child 
admitted as an in-patient. She was placed on equal parts of “raw*' 
milk and water. One teaspoonful of raw meat juice was given every 



Haematoma of the lower lid. 

three hours, alternating with a similar quantity of orange juice. The 
affected eyelid was treated with compresses of hydrogen peroxide. 

The improvement in the state of the eyelid was striking. Already 
when the picture was made, two days after admission, the condition 
was less marked, and the puncture mentioned above was healed. A 
couple of days later the baby could open the eye somewhat, and seven 
days after admission the eye could be widely opened, and the lower lid, 
although blood-stained like a “ black-eye,” was not swollen. In fact, 
in the course of a single week under anti-scorbutic diet changes had 
taken place that in ordinary cases would have been spread over three 
weeks or a month. 
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The infant’s general health, unfortunately, did not improve pari 
passu with the local condition. It is true that during the week’s stay 
in hospital the child gained 3 oz. in weight. But on January 8, the 
day after admission, the pulse was 172 per minute, and the temperature 
102*8° F. Since then the temperature did not fall below 101*4° F., and 
was generally between 103° F. and 104° F., without any definite cause 
having been found to account for it. The stools, which have numbered 
from three to seven a day, were found to contain blood on January 12 
and 13. On January 14 the urine contained a trace of blood. 

On January 16 signs of meningitis developed, and the child died on 
January 18. 

Comments .—The foregoing, I think, can only be regarded as an 
instance of infantile scurvy, with unusual ocular manifestations. Apart 
from the difficulty of accounting for a non-traumatic hsematoma in so 
young a child on any other view, there is a certain amount of evidence 
in support of the suggestion: (1) The extraordinarily rapid subsidence 
of the effused blood under an anti-scorbutic diet, and (2) the discovery 
of blood in (a) the stools and (6) the urine. On the other hand, the 
classic signs of infantile scurvy were conspicuous by their absence. The 
case is further peculiar in that the ocular manifestations preceded any 
other signs of scorbutus. For example, melsena did not develop until 
after nine days and blood in the urine until eleven days after the 
eye signs. The case recalls one reported by W. T. Holmes Spicer * in 
an infant of 7 months, who was brought because the right upper eyelid 
was tensely swollen and blood-stained. There were no other manifesta¬ 
tions of infantile scurvy. Bapid improvement took place when once 
the child was placed on suitable diet, together with cod-liver oil. A case 
analogous with my own has been placed on record by K. Steindorff • in 
a child aged 7 months, whose left upper eyelid was greatly distended by 
blood and of a bluish-red colour. Lesions of the gums were present. 
The child’s body was exquisitely tender when touched. Traces of blood 
were found in the urine. One small conjunctival ecchymosis was present, 
but there were no retinal changes. 


' Trans, Ophthal, Soc. U.K., 1892, xii, p. 33. 
* Zeitschr. f. Augenhsilk. ^ 1911, xxt, p. 18Q. 
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DISCUSSION. 

Mr. Stephenson exhibited a water-colour drawing of the condition of the 
lower lid, made two days after admission to hospital, and a photograph of the 
lids. He said that though only two days elapsed between the two representa¬ 
tions, there was a clear indication of the progress made in absorption of the 
blood under the anti-scorbutic diet given. 

The Pkesident asked whether a post-mortem examination was made. 

Dr. F. Parkes Weber thought the facts were suggestive of this being a 
case of pneumococcal sepsis, if pneumococci had been found in the meninges. 
Such a supposition ^ould account for the hasmorrhages observed during life 
and the other symptoms. The case would be one of pneumococcal sepsis, 
with multiple hasmorrhages. 

Mr. Stephenson replied that a post-mortem examination was made and 
he would supply the notes. Meningitis was found, affecting chiefly the con¬ 
vexity of the brain; and there was a patch of consolidation at the base of 
each lung, and some curious changes in the intestine, in the nature of ulcera¬ 
tion. There was no suprarenal disease, and there were no other hsBmorrhages 
that he was aware of. In the meninges the pneumococci were in pure culture 
but they could not be found in the lung. From his own point of view the eye 
was the region of particular interest. It was very striking that a large 
hsematoma of the lower lid, which in the ordinary way would have taken 
weeks to absorb, was practically gone in one week under the special diet. 

Post-mortem Notes, — External appearance, wasted; thin line of 
ecchymosis on lower lid (right); no swelling of lid. Pharynx, larynx 
and thorax normal. Pleurae normal. Lungs: Consolidation of parts 
of both bases, more extensive on right side. Thymus not enlarged. 
Bronchial glands enlarged. Pericardium : Slight excess of clear fluid, 
no signs of pericarditis. Heart normal; weight 1 oz. Abdomen: Liver 
large and pale; weight 1 lb.; fatty; no free fluid in peritoneal cavity. 
Intestines: One or two slightly inflamed patches on mucous membrane 
of small intestine; no hasmorrhages anywhere. Spleen soft; weight 
J oz. Stomach normal, no haemorrhages. Kidneys: No congestion; 
normal; weight oz. each. Brain : Whole surface of vertex and base 
covered with greenish-yellow pus, most marked over both frontal lobes ; 
excess of turbid fluid at the base of brain ; convolutions flattened ; 
sections not made; films show presence of pneumococci; spinal cord 
not examined. Parietal and frontal bones very thin and transparent. 
No other abnormality noticed about the bony tissues. No evidence of 
rickets or congenital syphilis. 
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Case of Polio-encephalitis Inferior; Oculo-motor Type. 

By Sydney Stephenson, C.M., and Sydney A. Owen, M.D. 

C. N., AGED 8 years, attended the Eye Department of the Queen’s 
Hospital for Children for the first time on January 14, 1915. 

History.—(a) Personal: The child went to hed, apparently in her 
usual health, on the night of January 10-11 last, and next morning the 
“eye was turned.” She then complained of some pain over the right 
brow. Child always subject to headache, but no increase since onset 
of present illness. No vomiting. Never had any previous illness of a 
similar nature. Had always been a bright child : is in Standard II at 
school. Bowels regular and appetite good. (6) Family history: The 
patient is one of a family of six children, the other members of which 
are healthy. None has died ; no miscarriages. 

Note hy Sydney Stephenson (January 14, 1916).—Child appears to 
be in good health. No obvious signs of syphilis. There is slight ptosis 
of the right eye, which is deviated outwards and somewhat upwards. 
There is a defect in the downward and inward excursions of the eye. 
The secondary deviation is outwards and a little downwards. Diplopia 
is crossed, and the false image (i.e., that belonging to the affected eye) 
lies at a lower level than the true, and its upper end is inclined out¬ 
wards. The signs therefore indicate a paresis of the inferior rectus 
muscle of the right eye. The right pupil measures 6*5 mm., and the 
left 5 mm. The latter responds to light with tolerable alacrity, but the 
former is sluggish in that respect. R.V., ^2 (two letters) ; L.V., No 
optic neuritis. 

Note by Sydney A. Owen (January 15, 1915).—A well-nourished 
child of healthy appearance. Temperature, 100'4° F. (mouth). No 
pain now nor localised tenderness. Heart, lungs, and abdomen natural. 
There are no signs in the nervous system except those detailed above. 
There is no evidence of a contralateral hemiplegia (Weber type), nor 
of syphilis (meningo-vascularis), nor of tuberculous meningitis, nor of 
tumour, nor of diphtheritic paralysis, nor or of myasthenia gravis. I 
tentatively suggest polio-encephalitis inferior as the diagnosis. 

Progress.—Eleven days after onset of symptoms (January 21,1915): 
Ocular condition as noted, except that (a) right pupil now reacts 
better to light than it did, and (5) the ptosis is not so marked as it was 
a week ago. 
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DISCUSSION. 

Mr. Stephenson said that when he saw the case on January 14 she had 
signs of paresis of the inferior rectus of the right eye, and of those branches 
of the third which serve the levator palpebr® and the sphincter of the pupil. 
There were no other signs, and his colleague, Dr. Owen, had failed to discover 
any. He suggested that the most likely explanation of such a case was 
polio-encephalitis, affecting the nuclei. He knew the proposition was one 
which could be neither proved nor disproved, but he had seen a considerable 
number of cases of this type in which one or other eye muscles had been 
affected in a paralytic sense, and he did not know of any other way of 
accounting for the condition. The suggestion was at least reasonable. 

Dr. Langmead said he happened to have a very similar case under his 
care. The boy, aged 9 years, went to bed perfectly well one evening, and next 
morning was noticed by his mother to have a squint. When examined he was 
found to have a complete third nerve paralysis; but no other abnormality. 
Pending any other explanation, he thought that polio-encephalitis was the 
probable diagnosis. 

Dr. Egbert Hutchison thought it a somewhat “ tall diagnosis to invoke 
IX)lio-encephaliti8 in this case. One might almost as well invoke that disease 
to account for Beirs palsy. He did not see why, in this case, there should not 
have been a lesion of the nerves—which might have been called rheumatic, 
just as some spoke of Bell’s palsy as a perineuritis, perhaps rheumatic—and 
such cases were not uncommon in both children and adults, in which in a night 
one nerve became paralysed: Some of them cleared up entirely, and that fact 
was against the cause being polio-encephalitis; moreover, he did not see why 
that disease should pick out those particular nerves alone, without producing 
general constitutional symptoms. He preferred to regard the case as a lesion 
of some kind of the peripheral part of the nerve alone, though he was not 
prepared to hazard a guess as to what the nature of the lesion might be. 

Dr. POYNTON thought Dr. Hutchison’s remarks were very much to the 
point. The difficulty was that some of these cases showed so few cerebral 
symptoms and one knew what grave symptoms followed poliomyelitis in 
the cervical cord. Ho, curiously enough, had a boy with severe cerebral 
symptoms, which came on suddenly, who had now partial paralysis of the 
intrinsic muscles of the eye, with that tremor which had attracted so much 
attention of late as being associated with damage to the red nucleus. Members 
knew the relation of the third nerve to the red nucleus. That case seemed 
to support Mr. Stephenson’s view, that there was in his case a local polio¬ 
encephalitis picking out the third nucleus in part, and also the region of the 
red nucleus. One saw cases of anterior poliomyelitis in which scarcely any 
history could be obtained, and he supposed it was just possible that a similar 
event might happen in a cerebral nucleus without grave cerebral disturbance. 



50 Neave : Infantile Paralysis, with Exaggerated Knee-jerks 


Dr. J. D. Rolleston desired to support Mr. Stephenson’s view. Acute 
polio-encephalitis was an acute infectious disease, and, like other acute diseases 
of the kind, showed abortive forms, and he regarded the present case as one 
in point. 

Mr. Stephenson, in reply, said he did not know whether the fact that 
three distinct branches of the third nerve had been affected would militate 
against Dr. Hutchison’s view that the condition was peripheral. He had been 
for many years familiar with cases in which children had been brought to 
him because of squint, nearly always with paralysis affecting the external 
rectus on one side. In a number of cases there were cerebral and other 
manifestations; headache, several days of drowsiness and convulsions were 
common. In one case there was paralysis of a leg. Then he gradually became 
aware of another group of cases presenting similar eye symptoms, without 
general symptoms; and that caused him to try to make a definite type of what 
he had ventured to call “ polio-encephalitis of the oculo-motor type.” He 
admitted that his ground for the diagnosis was not secure, and that was 
his reason for bringing the case to the Section, to hear maturer and more 
experienced opinions. 


Infantile Paralysis, with Exaggerated Knee-jerk. 

By Sheffield Neave, M.E.C.P. 

A. L., A BOY, aged 2 years, was brought to the Queen’s Hospital 
for Children on October 5, 1914, three and a half months ago, with the 
history that a week previously he had had something the matter with 
him and was put to bed, and on getting up the leg was found to be 
paralysed. When he saw the child the knee-jerk was considerably 
exaggerated on both sides, with a good extensor response, and a rather 
flabby paralysis of the right leg. He did not think it poliomyelitis at 
the time, at all events of the cells of the anterior horns of the cord. 
Later, the calf was found to be much wasted, coldness developed in 
the leg, there was deficiency of response to electrical stimuli, the flabby 
paralysis persisted, and there were practically all the signs of polio¬ 
myelitis, with the exception of the exaggerated knee-jerk, which latter 
had gradually decreased. The pathology of the condition presented 
some difficulties to him, and he showed the case in the hope of hear¬ 
ing them cleared up. He supposed there were circumscribed areas of 
disease, a vascular infiltration among and around patches of the cells 
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of the anterior horns, leaving enough sound for the knee-jerk, but that 
meant a less diffused area than usual in this disease in children. He 
had never seen a case before in which the muscles were so wasted, with 
an exaggerated knee-jerk. 

• 

Dr. Langmead thought that an increased knee-jerk was not at all 
uncommon. He had under observation a case such as Dr. Neave described. 
There were a definite history suggestive of poliomyelitis, lower motor paralysis 
in one leg, and in the other wasting and the features of poliomyelitis plus 
increased knee-jerk. The case had gone on as a typical poliomyelitis, but the 
increased knee-jerk remained. 


Congenital Heart Disease and Ulcerative Sore Throat. 

By J. D. Eolleston, M.D. 

A HALE infant, aged 11 months, was admitted to hospital on 
December 6, 1914, certified to be suffering from diphtheria, on the 
eleventh day of disease. The father had always been healthy, but the 
mother had been an in-patient at the Brompton Hospital on several 
occasions for rheumatism with cardiac complications. The child had 
always been delicate and blue from birth. Clubbing of the fingers had 
been noticed since he was aged 2 months. 

On admission the child appeared very ill. There were membranes on 
the tonsils, pillar, and uvula, and a profuse nasal discharge. The heart 
sounds were clear but rapid. There was a trace of albumin in the urine. 
A large dose of antitoxin was given on admission and on the following 
day. A few organisms resembling diphtheria bacilli were found in the 
cultures, but cocci were predominant. 

On December 8 a loud systolic murmur was audible all over the 
precordium. There was marked ulceration of both tonsils. No Vincent’s 
organisms were found in the throat smears. The ulceration gradually 
spread over the uvula and palate. 

On December 13 stridor and a hoasrse cough developed, and there 
was much difficulty in swallowing. The symptoms persisted and the 
general condition became worse until death took place from broncho¬ 
pneumonia on December 20. The heart showed the following anomalies: 

(1) Transposition of the great arterial stems, the aorta arising from 
the infundibulum of the right ventricle, and the pulmonary artery from 
the left ventricle (fig. 2). The walls of the right ventricle are considerably 
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Fia. 1. 

^7, deficient interauricular septum ; 6, foramen primum ; c, foramen ovale. 



Fig. 2. 

a, stenosed pulmonary artery ; 6, interventricular foramen. 




Section for the Study of Disease in Children 53 

hypertrophied, being almost as thick as those of the left. Both 
ventricles enter into the formation of the apex. 

(2) Marked deficiency of the interauricular septum, which is repre¬ 
sented by a narrow band 1*5 cm. long by 0*5 cm. broad. The foramen 
primum lies anterior to it, and posteriorly there is a widely patent 
foramen ovale (fig. 1). 

(3) An interventricular foramen, 1*2 cm. in diameter, in the “un¬ 
defended space” (figs. 2 and 3). 

(4) Stenosis and hypoplasia of the pulmonary artery, the valve of 
which has only two cusps (fig. 2), 



Fig. 3. 


G, aorta arising from infundibulum of right ventricle; 6, interventricular foramen. 


The fauces and larynx showed ulceration of the tonsils, fraenum 
epiglottidis, right arytseno-epiglottidean fold, and deep ulceration of the 
laryngeal portion of the pharynx on each side, especially on the 
left, exposing the muscular tissue and eroding the thyroid cartilage. 

DISCUSSION. 

Dr. Rolleston added that the only lesion diagnosed during life was 
l)ulmonary stenosis. The association of these defects was not common. 
Professor Keith, to whom he was much indebted for his elucidation of the speci¬ 
men, said there was no exactly similar case in the Royal College of Surgeons 
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Museum, which contained the fine collection of Dr. Peacock, the author of the 
classical wgrk on “ Malformations of the Heart.” The present case was no 
exception to the general rule that cases of congenital heart disease were verj' 
liable to succumb to acute infection. With regard to the nature of the 
infection in this case, it was not diphtheria, although there were a few 
organisms morphologically resembling diphtheria organisms. It seemed to be 
a case of what Americans called pseudo-diphtheria, or ulcerative sore throat. 
Of the latter condition he showed a specimen before the Section more than 
two years ago, but in that case the child died suddenly of profuse hasmorrhage 
from the throat.* 

Dr. F. Parkes Weber asked whether this child had had sudden attacks 
of cyanosis of a paroxysmal character. Such attacks were said to be a feature 
during the life of certain cases observed and investigated by G. Variot, of 
Paris.* 

Dr. Eolleston replied that there were no such attacks as Dr. Wel>er 
suggested. 


Suprarenal Haemorrhage in an Infant. 

By E. B. Gunson, M.D. 

A FEMALE infant, aged 6 days, was admitted to the Grove Hospital 
with the mother, who was suffering from puerperal fever. There was a 
slight inoffensive discharge from the umbilicus, the cord having separated. 
The child was fretful, but the temperature was normal. Two days after 
admission the temperature rose suddenly to 102° F., and cellulitis of the 
left forearm developed. On the following morning, the ninth day after 
birth, the temperature was 103° F., cellulitis of both arms was present, 
and there was a patchy erythema on the limbs and trunk. There was 
no purpura. The stools were frequent, loose, and offensive. The pulse 
was feeble, and the child was collapsed. Death occurred a few' hours 
later, thirty hours after the onset of symptoms. 

Post mortem : The umbilical vein was patent, and contained a 
brown fluid. The liver and spleen were dark and congested. The 
right suprarenal gland was black and greatly enlarged, being about two- 
thirds the size of the kidney. The capsule was intact. On section the 
glandular substance was found to have been converted into an almost 


' Proceedings, 1912-13, vi (Child. Sect.), p. 42. 

* Variot’s and other cases were collected by J. Sebilleau, in his Paris thesis, “ De la 
cyanose coug^nitale paroxystique,” published by Vigot Freres, Paris, 1904. 
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black haemorrhagic pulp. The left suprarenal was much smaller than 
the right, but definitely enlarged. The liver, the left suprarenal, and 
the right kidney, on microscopical examination, presented the appear¬ 
ances of an acute degeneration. The substance of the right suprarenal 
was largely destroyed, the medulla being more affected than the cortex. 
A Gram-stained preparation of the left suprarenal showed the presence, 
both in the cortex and medulla, of streptococci. A culture from the 
heart’s blood gave a pure growth of streptococci; a mixed growth of 
streptococci, staphylococci, and small bacilli was obtained from the 
contents of the umbilical vein. 

Purpura complicating Diphtheria. 

By E. B. Gunson, M.D. 

A GIRL, aged 10 years, was admitted to hospital on the seventh day 
of the disease. Membrane was present on each tonsil, but three nega¬ 
tive cultures were obtained. Sixteen thousand units of antitoxin were 



Purpura complicating diphtheria. 




56 


Gunson: Purpura complicating Diphtheria 


administered intramuscularly on admission. An antitoxin rash appeared 
on the sixteenth day and became marked, involving especially the face 
and the extensor surfaces of the limbs, where it was circinate in type. 
On the eighteenth day purpura developed at the site of the antitoxin 
rash. The purpura persisted till death. Before death the purpuric 
patches on the cheeks and ears became confluent. Superficial ulceration 
occurred but there was very little loss of substance. Hasmorrhages 
occurred into the gums and an extensive subconjunctival haemorrhage 
appeared in the right eye. There was old-standing constipation, the 
stools resulting from the administration of ol. ricini, ol. terebinth., 
aa 2 dr., each night, being very copious and markedly offensive for many 
days. Palatal palsy, carditis with cardiac paralysis,” arthritis and 
albuminuria all developed. There was an irregular pyrexia after the 
sixteenth day, persisting till death on the twenty-eighth day. 

Post mortem: There was a small patch of pericarditis on the 
anterior aspect of the right ventricle, and an exudate of lymph was 
present at the base of the great vessels. The myocardium was cloudy. 
The mitral valve showed recent endocarditis. The lungs and solid 
viscera were congested. The alimentary tract presented several deeply 
congested areas in the mucosa of the ileum and csecum, where some old 
faecal masses were present. The lymph glands were generally enlarged 
but not caseous. 


DISCUSSION. 

Dr. Gunson said, in connexion with the case of suprarenal haemorrhage, 
he wished to emphasise the fact that organisms were demonstrated in the 
suprarenal, and cultures were obtained from the blood, because in the majority 
of cases supposed to be toxic, or due to septicaemia, the organism was not 
found. In regard to the second case, the cliild was aged 10 years, and 
developed an antitoxin rash in the ordinary course of events; two days later 
purpura appeared, and became more marked, and followed almost entirely the 
distribution of the antitoxin rash. As stated, the child developed cardiac 
complications, and died at the end of tlie fourth week. He attributed the 
purpura to tlie gastro-intestinal condition, for there was marked constipation 
and evidence of toxaunia. 

Dr. Langmead said the case of suprarenal haemorrhage interested him 
much, because, having seen one or two cases himself, lie had looked into the 
literature of the subject some time ago. He thought that cases of suprarenal 
haemorrhage in cliildren could be divided into three groups. There were 
(1) cases of stillbirtli with lueinorrhage, (2) cases in which the hoBinorrhage 
came on a short time after birth, and (3) cases in which suprarenal haemor- 
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rhage occurred in children who were apparently in perfect health, and at ages 
of from about 5 to 8 years. In the last group death occurred in from twelve to 
twenty-four hours, or even less. Those of the first class seemed to result from 
mechanical causes, a view which was supported by the fact that the children 
were born more often by the breech than by the vertex, and in many of 
them great difficulty had been experienced in the delivery. The cases which 
occurred a few days after birth seemed to be due to many causes; a proportion 
of them probably by an infection, usually through the umbilicus, possibly 
also from other sources. Perhaps some of them were syphilitic. There was 
not much evidence as to what they were due, and he did not know of cultures 
having been made from the suprarenal gland of organisms which might have 
been causal. The third group was the most interesting. A typical example 
was as follows: A child, aged 8 years, went to school in the afternoon 
apparently in good health and played happily after her return. At about 
9 o’clock that evening she felt ill and was feverish. The child was put to bed, 
and while undressing her the mother noticed a few spots (purpuric) on the 
body. Two hours later the child had a fit. Her mother took her out of bed, 
and noticing more spots on the body, took her to the hospital, but the child 
died a few minutes later, and before arrival. These were puzzling and dramatic 
cases, and no explanation had been forthcoming. A few were first recognised 
at St. Bartholomew’s Hospital, at about the time of a small-pox epidemic, and 
it was thought that, possibly, they were due to malignant small-pox, in favour 
of which view was the fact that none of these children had been vaccinated. 
Others had been described since, apart from such epidemics, and among 
vaccinated children, so that this explanation was no longer tenable. 

Dr. J. D. Bolleston said Dr. Gunson’s second specimen seemed to be from 
a case of purpura fulminans of Henoch, not only because of its fulminating 
course, but from the almost complete absence of haemorrhages from the 
mucous membranes and the organs after death. In this case he thought 
there had been some bleeding from the gums, but the mucous membrane 
hasmorrhages were very slight. He showed a photograph of a case of purpura 
fulminans which he and Dr. McCririck had brought to the Section some years 
ago.^ It was sent to hospital as a case of haemorrhagic diphtheria, but it was 
obviously purpura fulminans; there was a doubtful history of a preceding rash. 
Eighteen of the sixty-five cases of purpura fulminans had followed scarlet 
fever.^ With regard to purpura occurring in convalescence from diphtheria, 
it was very different from haemorrhagic diphtheria, which was essentially a 
malignant disease, and was very much rarer. Few cases of purpura occurring 
in convalescence from diphtheria had been reported,^ and most of them had 
recovered. In one case, reported by Dr. Goodall, the purpuric eruption was in 
the distribution of the antitoxin rash. 

• Proceedings^ 1909-10, iii (Child. Sect.), p. 75. 

= Bril. Med. Journ., 1913, ii, p. 1302. 

* Buckley, Lancet^ 1901, ii, p. 132; Goodall, ibid., p. 1492; Barlow, Metropolitan 
Asylums Board Rep., 1901, Med. Suppl. p. 214. 
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Acute Atrophy of the Liver. 

By J. Porter Parkinson, M.D. 

The clinical history of the patient from whom these specimens were 
taken is as follows: A girl, aged 5^ years, had suffered from jaundice 
for five weeks. This began with vomiting and diarrhoea, which lasted 
three days. The urine was dark and the faeces pale. She had had no 
previous illnesses and the family history was good. 

On admission on November 6 she was very jaundiced, well nourished. 
No mental symptoms. Temperature, 101° F.; pulse, 120. The heart 
and lungs were normal. The liver was enlarged and extended two 
fingers’ breadth below the right costal margin. It was rather tender 
and hard. The liver enlarged still more till November 14, when it wa.s 
noticed to be smaller, and by November 16 it could no longer be felt. 
By this date the child, whose mental state had previously been normal, 
became delirious and finally unconscious. She had wasted very notice¬ 
ably. She died on November 17. The urine was about a pint daily, and 
contained bile pigment and acetone, but no albumin, leucin, or tyrosin. 

At the necropsy the body was found markedly wasted. No purpuric 
spots on skin, but marked hypostasis. The heart and pericardium were 
normal, but the heart muscle was very flabby. Lungs, nil. No peri¬ 
toneal fluid. Liver small, weight IJ lb., pale yellow, very friable. On 
section it contained yellow areas, between which were small dark red 
spots. Gall-bladder and ducts normal; culture from gall-bladder sterile. 
Spleen soft, with well-marked Malpighian bodies. Kidneys pale, with 
injected pyramids. Stomach and intestines normal. Microscopic section 
of liver shows general staining with bile pigment, the cells are distended 
with fat globules, but the nuclei are well marked. This fatty infiltra¬ 
tion is most marked at the centre of the lobules, but extends to all the 
cells. There is no distension of the bile ducts and no actual necrosis 
of the cells. No micro-organisms were found in specially stained 
specimens. 

For the pathological report I am indebted to Miss Richards, who 
is taking the place of our regular pathologist, now interned in Holland. 
The clinical history is strongly suggestive of acute atrophy of the liver, 
but the absence of a definite necrosis of the liver is unusual; it is 
possible that death occurred before that change in the liver took place. 
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DISCUSSION. 

% 

Dr. F. Parkes Weber said he assumed that there was no clear evidencje 
of congenital syphilis in the present case. Sometimes in adult patients there 
was an almost positive causal connexion between acute or subacute atrophy 
of the liver and acquired syphilis, as was evidenced in a case of his own, 
which was described in the Pathological Section some years ago.' Syphilis 
was always worth remembering as a possible cause of hepatic atrophy. In 
the acute or subacute atrophy of the liver, occasionally occurring in the 
secondary syphilitic period, the effect on the hepatic cells was, perhaps, only 
one of toxaBmia, as the local presence of spirochastes in the liver of such cases 
had not been as yet demonstrated. 

Dr. POYNTON said that, some years ago, he published an account of some 
cases of acute fatal atrophy of the liver, the pathology of which probably 
Dr. Langmead could remember more clearly than he could himself, as that 
gentleman investigated them. Those children had had epileptic attacks, and 
at first had been treated as cases of ordinary epilepsy; two got somewhat 
better when so treated. They then disappeared for two or three years, and 
came back as cases of jaundice, which ran a course much like the present case, 
with fever and signs of acute destruction of liver and rapid death. In those 
cases there were obvious signs of syphilis, and the histories confirmed that. 
The obvious signs were well-marked endarteritis obliterans, particularly in 
some of the vessels of the brain and heart, in addition to extraordinary 
atrophic changes in the liver. In another case of a child with epilepsy, he 
heard from the mother that the child had had syphilis. This child became 
yellow and ill, and after being treated briskly with mercurials he got better. 
Subsequently this patient came back in an extraordinary condition of mind, 
bordering on juvenile general paralysis, and his state seemed hopeless, but at 
about 15 years of age recovered, after years of steady treatment. He would be 
interested to hear whether Dr. Parkinson^s patient showed changes suggestive 
of syphilis in other viscera. 

Dr. Porter Parkinson, in reply, said that in the clinical history there 
was nothing suggestive of syphilis. The patient was the only child, but the 
parents had not been long married; they were described as healthy. There 
was no appearance of syphilis about the child, and a Wassermann reaction 
was not done. A general examination of the blood-vessels had not been made. 
The brain was examined, and that organ, with its vessels, was quite healthy. 
The liver vessels showed no particular change, and nothing seen in any of the 
viscera could be regarded as due to syphilis. 


' P. P. Weber, “Acute Hepatic Atrophy in Early or Secondary Syphilis,” Proc. Hoy. Sue. 
Med., 1909, ii (Path. Sect.), p. 113. 
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Persistent Pharyngeal Rudiment. 

By F. J. Poynton, M.D., and T. T. Higgins, F.R.C.S. 

The specimen shown was removed from a female baby, aged 
5 months, which was brought up with the following history: For five 
weeks it had been noticed that the baby swallowed its milk with some 
difficulty, and had occasional fits of coughing, associated at times with 
dyspnoea. A movable lump had been noticed in the throat. 

On examination, the baby was well nourished, and breathing com¬ 
fortably. On depressing the tongue a pearly-white, rounded polypoid 
tumour appeared on the posterior wall of the pharynx. This was 
obviously very mobile, and appeared sometimes to descend from the 
posterior nares, sometimes to ascend from the lower part of the pharynx. 
Its attachment could not be demonstrated. Under ether anaesthesia the 
tumour was found lying in the nasopharynx. It was pear-shaped, and 
attached by a narrow fibrous stalk to the left lateral pharyngeal wall, 
exactly in the supratonsillar fossa. A ligature was applied to the base 
and the little growth excised. 

Pathological Beport by Dr. G. Bobinson-Pirie .—A pear-shaped, fleshy 
mass, pale pink in colour, 1 in. long and } in. wide at its widest part. 
On section it showed a piece of cartilage in the substance of the tumour. 
The inner layer was cut with some difficulty. Microscopic examination : 
Normal skin on outside, showing compound epithelium, hair-follicles, 
and sebaceous glands, with considerable fibrous tissue in the sub- 
epithelial planes, as well as fat. The cartilage was slightly rolled up 
in the cutting. 
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Mr. Thomas H. Kellock, M.C., President of the Section, in the Chair. 


Further Report on Case of Enlarged Liver in a Boy, 
aged 15 Years (shown at last .Meeting). 

Mb. Philip Turner, referring to the case of the boy, aged 15 
years, shown by Dr. H. W. Barber and Mr. P. D. Saner,^ at the last 
meeting of the Section, said that, a few days after the meeting, he was 
asked to perform an exploratory laparotomy, in order to decide what 
was the nature of the enlargement. The liver was normal, except that 
it was displaced to the left side by a very large growth arising in the 
suprarenal region. 


Case of the Atonic Form of Cerebral Diplegia (Foerster). 

By F. E. B.atten, M.D., and W. H. von Wyss, M.D. 

The child is aged 3 years. He is the first of two children, born as a 
breech presentation after version. He has been weak from birth. He 
has never been able to stand or walk. He can sit up and hold his head 
straight. There is a certain amount of kyphosis in the sitting position. 
He has difficulty in getting up because he cannot balance properly. 
Instead of lying down he drops down powerless according to gravity. 
He can move his arms and legs freely, but all his movements show a 
great deal of incoordination. There is marked hypotonia of the feet, 
which can be bent on to the tibiae. There is hyperextension of the 

* Proceedings^ p. 43. 
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knee-joints, and a certain amount of hyperflexion of the hip-joints. 
There is a certain amount of flexor and adductor spasm. When 
suspended by the axillas his legs are extended and found to be rigid. 
There is hypotonia of the different joints of the arms. When placed on 
his feet he cannot stand unsupported, and when he attempts to walk 
his legs perform incoordinate movements. The tendon reflexes are 
active. The abdominal reflexes show a marked overflow, so that the 
thigh muscles contract. The plantar reflexes give a flexor response. 
The muscles respond normally to galvanism and faradism. The cranial 
nerves show nothing abnormal. His intelligence is not bad, but he 
cannot talk properly, though he understands everything said to him. 
The Wassermann reaction both in blood and cerebrospinal fluid is 
negative, and the cerebrospinal fluid shows no chemical or cytological 
abnormalities. 


DISCUSSION. 

Dr. J. D. Eolleston said the case was one of four described in the 
March issue of the British Journal of Children's Diseases} Apparently, the 
case resembled, in some ways, the myatonia congenita of Oppenheim. This 
particular case was interesting because Oppenheim himself saw it some time 
ago, and described it as myatonia congenita. Apparently the chief diflferences 
between the atonic form of cerebral diplegia and Oppenheim’s disease con¬ 
sisted in the deep reflexes being normal in the atonic form, and the electrical 
reactions being normal as well. 

Dr. Fearnsides agreed with the diagnosis in this case of the atonic form 
of cerebral diplegia and pointed out some of the more important clinical 
differences between the manifestations in this patient and in the patient 
whom he himself had shown at the meeting of the Neurological Section 
on February 25, 1915, as one of “?Amyotonia congenita**® concerning the 
diagnosis of which there had been some differences of opinion. Dr. Batten 
placed both patients amongst the cases of the atonic form of cerebral diplegia, 
but in Dr. Fearnsides* opinion the number of points in which the two patients 
differed rendered such a classification hardly justifiable. 

Dr. VON Wyss replied that the case was not entirely typical of the 
disease, as there was much incoordination. Other instances did not show 
that feature to so great an extent. 


• Batten and von Wyss, “The Atonic Form of Cerebral Diplegia,’* Brit, Journ. Child, 
Dis., 1916, xii, p. 66. 

Proceedings (Neur. Sect.), p, 49. 
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Four Cases of Ichthyosis in a Family of Six Children. 

By E. G. L. Goffe, M.D. 

Henry, aged 10 years. Skin dry and scaly; he had scarlet fever in 
September, 1914. 

Willie, aged 8 years. Skin smooth. 

Kennett, aged 6 years. Skin dry and scaly; he had scarlet fever in 
September, 1914. 

James, aged 3 years. Skin dry and scaly. 

Charles, died at the age of 4} months. Mother reports skin smooth. 

Edith, aged 8 months. Dry, scaly scalp. 

The mother reports that the dry, scaly condition of the skin began 
to show itself about two months after birth in each of the children 
affected. 

I am informed that the father’s skin is smooth, and that the father’s 
only sister has a smooth skin. 

The mother’s skin is smooth. She informs me that her two sisters 
have smooth skin. One of the mother’s brothers has a smooth skin; 
the other has a dry, scaly skin, she tells me. This brother has five 
children, and all of them have smooth skins, I am informed. 


Two Cases of Ichthyosis in a Family of Five Children. 

By E. G. L. Goffe, M.D. 

The eldest child, Frank, aged 12 years. Skin dry and scaly. 
Fred, aged 9 years. Skin smooth. 

Lucy, aged 7 years. Skin dry and scaly. 

Mabel, aged 5 years. Skin clear. 

Alice, aged 4 years. Skin clear. 


A —4a 
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Ichthyosis associated with Long-standing Superficial 
Ulceration of the Tongue. 

By J. L. Bunch, M.D. 

The patient, a boy, aged 12 years, has generalised ichthyosis of the 
trunk, limbs, and face. This has been present since he was a baby. 
There is marked roughness and thickening of the skin, and hyper¬ 
keratosis of the palms. The boy has a chronic glossitis, with superficial 
ulceration, which has been present all his life, but varies somewhat in 
severity at different times. His mental capacity is somewhat deficient. 

DISCUSSION. 

Dr. Goffe stated that he had shown two other cases of the same 
disease, Nos. 18 and 19 ; they were members of a different family, a boy and 
girl in a family of five. In connexion with the first series shown (Nos. 2, 3, 
4, 5) another member, Willie, was reported as having a smooth skin, but, 
as several members of the Section had pointed out, he had a rough condition 
of the skin of the back. 

Dr. Bunch asked whether Dr. Goffe had read the literature concerning 
the heredity of ichthyosis. Though he had seen many cases of ichthyosis he, 
personally, had not seen more than two members of one family suffering from 
it. Dr. Goffe had told him that one of these children had had scarlet fever, 
and that during this illness the condition of the skin was much improved; but 
that after the child recovered from the scarlet fever the ichthyotic condition 
relapsed. He had gone into the history of the child he himself was showing. 
He had had measles, but not scarlet fever, and the mother thought the skin 
condition was improved during that illness. The boy had chronic glossitis 
with ulceration, but there seemed no reason to regard it as specific. The 
question whether ichthyosis could affect mucous membranes was an interesting 
one. He did not think it was generally recognised ; and, as the President had 
pointed out, this was not the condition known as ichthyosis linguae. 

Dr. J. D. Eolleston asked whether in any cases in the series there 
were any signs of thyroid insufficiency. Several French authorities, including 
Vincent* and WeilP had drawn attention to the association of thyroid incom¬ 
petence and ichthyosis; and an interesting fact was that these cases were 


' BulU et m&m. soc, fm^d. hdp. de Paris, 1908, 3 s4r., xxvi, p. 588. 
* Presse vUdicale, 1909, xvii, p. 121. 
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sometimes benefited by tbe administration of thyroid extract. Did any of 
these cases show mental deficiency, or microsphygmia ? Also, had they been 
treated with thyroid extract ? 

Dr. Goffe replied that four of his cases were exceptionally bright, and he 
had not been able to determine any abnormal feature in the thyroids; there 
was no sign of a myxcedematous condition. Both Eennett and Henry had 
scarlet fever while in hospital, and in both the skin condition improved during 
the illness—i.e., on desquamation; but before leaving the hospital the rough¬ 
ness recurred. The little girl in the last two cases showed slight thyroid 
enlargement. Thyroid extract was tried on one of the cases while in hospital, 
but apparently with no definite result. 

Dr. Bunch replied that his case differed from those in Dr. Goffers series, 
in that there was some degree of mental deficiency, and he was much lower in 
the school then he ought to be. During the last two or three weeks thyroid 
extract, \ gr. three times a day, had been administered, and the mother’s view 
was that since then the brain had been much more active. But he did not 
think that the drug had so far altered the skin condition much. 


Case of Pulmonary Regurgitation. 

By Edmund Cautley, M.D. 

Gibl, aged 15 years, with a history of scarlet fever at the age 
of 9 years, when a heart affection was recognised. Last August, and 
again in December, she had some pain and swelling in the hands and 
ankles. On December 29 she took to bed, where she remained on 
account of shortness of breath, for which she was admitted to the 
Metropolitan Hospital on January 8, the pain having subsided a week 
previously. During her stay in hospital there has been no evidence 
of rheumatic fever, no fever, and no change in the cardiac signs. She 
is rather high-coloured, big, strong, and well developed. Her periods 
occur every two weeks. 

Enlargement of the right ventricle is shown by percussion, cardio¬ 
gram and skiagram. Over the pulmonary area there is a long, loud 
diastolic murmur; most marked over the third and fourth left inter¬ 
spaces near the sternum, and 2 in. to the left thereof, and then rapidly 
lost in all directions; sometimes heard faintly along the right edge of 
the sternum. There is no thrill. The pulse is rather small and has 
no “ aortic character, and varies from 68 to 100 per minute. A blood 
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count on February 12 yielded 5,270,000 red and 8,600 white cells. All 
the facts appear to support the diagnosis of simple pulmonary regur¬ 
gitation, except that while the skiagram indicates displacement of the 
apex a little downwards and to the left as in aortic regurgitation there 
is no evidence of the hypertrophy usually associated with aortic regur¬ 
gitation and such a loud murmur. Both the astiology and prognosis of 
this case are of interest. Dr. H. H. Browp, of Ipswich, writes me 
that he has under his charge a schoolboy with pulmonary regurgitation 
who appears in good condition and health, is good at all sports, and won 
the competition for staying under water and collecting eggs a few years 
ago. 


DISCUSSION. 

Dr. F. Parkes Weber thought the child had mitral stenosis. The apex 
beat was very thumping, both on auscultating and feeling it, almost typically 
that met with in mitral stenosis, although with his hand he could not detect 
any definite thrill. The question was whether the murmur in the present case 
was the first part of a long diastolic mitral murmur, of which the last part was 
not at the present moment heard, or whether there was also pulmonary 
regurgitation, in which alternative the murmur might represent a “ safety- 
valve " escape. From the clinical point of vieio, he regarded the case as one 
of mitral stenosis. In speaking of the murmur in the present case he had at 
first wrongly termed it a so-called “ Flint's murmur,” which was the murmur 
sometimes beard in cases of aortic regurgitation, simulating the presence of 
organic mitral obstruction. 

Dr. Eussell Wells said he had heard murmurs in cases similar to this 
on more than one occasion, and at present one of the patients attending his 
out-patient department at the Heart Hospital had a pulmonary diastolic 
murmur and no other; while another had a pulmonary diastolic murmur 
and other murmurs also. The latter of these was of some interest. When he 
first saw her, about six years ago, she had a pure diastolic murmur, audible 
over the pulmonary area. And he made a note in the book, “ ? Is this a case 
of pulmonary regurgitation ? ” Careful examination revealed no signs of aortic 
regurgitation. Not infrequently an aortic diastolic murmur was heard better 
over the pulmonary area than over the so-called aortic area. But this was 
not a case of aortic regurgitation. He thought it might be pulmonary 
regurgitation, and watched the case carefully, having the girl brought up at 
intervals. In course of time a definite presystolic naurmur appeared at the 
apex, the pulmonary murmur being sometimes present, sometimes absent. 
During the time she has been under observation the case has steadily 
developed, the presystolic murmur has di8api>eared, and now she has a diastolic 
murmur over the pulmonary area, a systolic murmur, and a faint early 
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diastolic over the apex, with the pulse and all the electro-cardiographio signs 
of auricular fibrillation. The question arose whether the present case was 
similar to the one he had just described, in which, ultimately, it became 
obvious that one was dealing with mitral stenosis ? Or was it pure pulmonary 
regurgitation ? What accounted for the diastolic murmurs heard in cases of 
mitral regurgitation? He thought the murmur was produced by regurgitation 
through the pulmonary orifice. In mitral stenosis there was a damming back 
of the blood into the left auricle, and so on to the venous side of the pulmonary 
circuit, and there was probably increased pressure on the pulmonary arterial 
side. The pulmonary artery was an extremely distensile vessel; the ring was 
lax, and one could easily understand how in exceptional cases the pulmonary 
arterial valves might become incompetent through back pressure, conceivably 
before the force of the left auricle was sufficiently great to produce a marked 
presystolic murmur. That enabled one to understand why there should be 
a pulmonary diastolic murmur at a later stage, and a presystolic murmur as 
in his own case. Dr. Weber's alternative suggestion was that the murmur 
in the present case was produced at the mitral valve, but his own view 
was that with mitral stenosis the safety-valve action was the more probable 
explanation. He had another case, which he had watched for three years, 
in which there had been a murmur just as in the present case, over the 
pulmonary area, diastolic in time, and pulmonary in extent. In the light 
afforded by the first case he thought at first that mitral symptoms would 
supervene, but they had not done so. He was convinced that Dr. Cautley’s 
case was due to pulmonary regurgitation ; but he should not like to say 
whether there was concomitant mitral stenosis or not; there was no marked 
thrill or murmur at the present time, though it was true that the apex beat 
was lorcible. The case should be watched, to see if signs of mitral stenosis 
developed later. The members should feel indebted to Dr. Cautley for bringing 
the case forward, especially as cases with pulmonary diastolic murmurs were 
distinctly rare. 

Dr. Charles W. Chapman said his experience coincided with that of Dr. 
Russell Wells; he did not doubt this was such a case as Dr. Cautley had 
described. He thought he heard a different murmur over the aortic area, 
but in that connexion he wished to repeat the complaint he had voiced more 
than once, that for heart cases there should be a very quiet room set apart; 
it was impossible to be sure of delicate sounds in a room occupied by crying 
children. 

Dr. Eric Pritchard said he agreed with Dr. Cautley’s diagnosis. He did 
not think the murmur in this case could be at the mitral orifice. If there was 
no leakage at the pulmonary valve, why should there be no pulmonary second 
sound ? And the latter fact proved that the leakage was extensive and there¬ 
fore probably the real cause of the trouble. If it were early mitral stenosis, 
there would be an accentuated pulmonary second sound, not an extensive 
leakage of this kind. 
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Cautley: Case of Pulmonary Begurgitation 


Dr. Eeginald Miller said he knew Dr. Cautley would expect some 
scepticism as to the diagnosis of the case; and he would like to ask why 
the murmur was so loudly heard in the carotid arteries if this was a case 
of pulmonary regurgitation and the murmur was a pulmonary diastolic ? 

Dr. G. A. Sutherland said there was a very well marked diastolic 
murmur heard at the base of the heart. Was that due to a congenital 
or to an acquired lesion ? Dr. Cautley did not give an opinion on that. 
When a pulmonary murmur occurred alone, as in this case, one’s first 
assumption would be that it was congenital. But in this patient there was 
evidence of the occurrence of rheumatism, which made it probable that the 
lesion was acquired. With regard to the murmur, he was not familiar with 
this so-called pulmonary regurgitant murmur; and he thought it must be 
distinctly rare. The suggestion had been made in the discussion that it might 
have arisen from mitral stenosis. In answer to that, he would say that mitral 
stenosis with great enlargement of the right ventricle was common, but a 
pulmonary regurgitant murmur was very rare. The latter should be much 
more commonly met with if that idea was correct. Dr. Cautley had said 
there was no evidence of the hypertrophy usually associated with aortic 
regurgitation and such a loud murmur; but on examining the heart his 
(Dr. Sutherland’s) impression was that the cardiac apex was distinctly ex¬ 
tended outwards towards the left side. He thought there was some dilata¬ 
tion of the heart, but not much hypertrophy. He did not see why there 
should be hypertrophy merely because there was a very loud murmur. In 
fact, probably the smaller the amount of regurgitation the louder would be 
the murmur. With regard to the nature of the lesion, he thought it was a 
case of aortic regurgitation, probably due to rheumatic infection of the 
valve. The murmur differed from the ordinary one, in that it was conducted 
upwards and on both sides, but did not appear to be conducted so well down¬ 
wards. It seemed to have the characteristic qualities of an aortic murmur. 

Dr. Cautley, in reply, said he had had the patient under his observation 
in hospital six or seven weeks, so that the conclusion he arrived at was not a 
hurried one. The chief questions were as to whether there was aortic regurgi¬ 
tation, or whether it was a case of mitral stenosis with secondary pulmonary 
regurgitation. The history was somewhat indefinite. All he could say was, 
that this murmur, or some cardiac murmur, was recognised at the age of 
9 years, when the child had scarlet fever. There was no reliable evidence that 
she had had rheumatic fever, nor was there any family history of that disease. 
The history of pains in hands and arms did not count for much. He was 
unable to conceive that a patient could have pulmonary regurgitation of such 
extent due merely to mitral stenosis. He had seen numerous cases of mitral 
stenosis, but he did not see pulmonary regurgitation at all frequently. If this 
child had got mitral stenosis inducing a murmur as loud as in this case one 
would have expected a well-marked thrill, but a thrill had never been noted. 
One would also have expected the pulse-rate to have been more frequent than 
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it was; normally here it was only 68 to 70, though under excitement it mounted 
to 100. The pulmonary second sound was not accentuated. And a mitral 
stenosis which was going to end in the production of so much pulmonary 
regurgitation would certainly cause some pulmonary stasis, and the child would 
be subject to bronchial attacks ; yet, while the child had been under observation 
there had never been a sign of anything wrong with the lungs. Moreover, the 
size of the heart was scarcely that of a case of mitral stenosis. Though there 
was some hypertrophy of the right side of this heart, it was not much, and what 
did exist was easily explicable by the fact that there was some increased 
resistance in the pulmonary circulation, but not as much as would be induced 
by mitral stenosis. As this resistance was slight, there was, necessarily, very 
little occasion for muscular hypertrophy in order to propel the blood onwards. 
Another point strongly against the mitral stenosis view was, that this girl was 
big and healthy; and his experience had been that mitral stenosis occurring in 
early life interfered with development. With regard to the diagnosis of aortic 
regurgitation, when he first examined the child he naturally assumed that was 
the lesion, and it was only after very careful investigation that he concluded 
this diagnosis was wrong. There was no capillary pulsation, and he could not 
hear a murmur in the main arteries of the limbs. And, in his view, the pulse 
was by no means characteristic. He had seen one other case of pulmonary 
regurgitation, and that he had been able to verify, and had shown the heart 
before the Society for the Study of Disease in Children,^ The girl was of the same 
age as this patient, and died from infective endocarditis, having been under his 
care on and off for five months, with a murmur identical in character and 
distribution with that in the present patient. In the fatal case there was 
a history suggesting primary pulmonary stenosis. 


Ectromelus with Absence of Sectoral Muscles on the 

Right Side.“ 

By Edmund Cautley, M.D. 

Female, aged 1 year. The metacarpal bones and phalanges of 
the right hand are absent, together with the pectoral muscles on the 
same side. 

Dr. Cautley said that the child’s parents were healthy, as far as he knew, 
and there was no history of deformity in the family. She was the first bom. 

' Rept, Soc. for Study of Dis, in Child,^ 1901-02, ii, pp, 45-52. 

* EctromeluB {ticrptaiia, from 4ktitp^(Tkw, to abort or miscarry ; a limb) — 

a monstrosity in which the limbs are nearly or altogether deficient from an arrest of 
development, as distinguished from spontaneous amputation. 
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Cautley: Deformity and Wasting of Hands 


There were dimples showing where the fingers ought to come. In addition 
to complete absence of the pectoral muscles on the right side there was, 
apparently, absence of the sternal ends of the second, third, fourth, and fifth 
ribs. Such cases w^re more frequent in boys than in girls, and more common 
on the left side than on the right, so that this was a less usual t>q)e of case. 
As a rule, the pectoralis minor and the sternal portion only of the pectoralis 
major were absent. The deformed stump fitted exactly into the groove due 
to the absence of the ribs. 


Deformity and Wasting of the Hands with Deformity of 

the Feet. 

By Edmund Cautley, M.D. 

Gibl, aged 7 years, a patient at the Belgrave Hospital for four years. 
During 1911 she attended for styes, enlarged tonsils, general bronchitis, 
and occasional enuresis nocturna. In November her feet were encased 
in plaster for extreme flat foot. In February, 1912, special boots, 
stiffened on the inner side, were prescribed. Tonsils and adenoids were 
removed in January, 1913, and the cervical glands were enlarged during 
the next two months. New boots were ordered in August, 1913, and 
about this time impairment at the right apex was noted. Recently she 
has been at Herne Bay for six months for tuberculosis at both apices. 

At present there is impairment of resonance at the apices, mostly 
on the right side, with signs indicative of enlarged glands in the 
mediastinum on that side, but none of active pulmonary disease. The 
hands show considerable wasting, ulnar deflection, contraction of the 
fourth and fifth fingers, and unusually long fingers, with a little clubbing 
of some of them—(?) a pulmonary osteo-arthropathy. Both feet show 
a little equinus : the left one is very flat, while the right shows exten¬ 
sion of the proximal phalanges and flexion of the distal phalanges. 

DISCUSSION. 

The President asked whether Dr. Cautley considered that the deformity 
of the hands and feet (in his second case) was of congenital origin, or whether 
there had been some pathological process going on as well. The child had 
marked hammer-finger on both hands, which was probably always a congenital 
deformity, so that it would seem most likely that the rest of the condition 
of the feet and hands was also congenital. 
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Dr. F. Parkes Weber said the hands in the case of the girl with 
deformity of the hands, &c., were very similar to those in a case of congenital 
deformity of hands which he showed before the Section^ two sessions ago, at 
all events in regard to the presence of ulnar deflection of fingers, which was 
probably congenital in Dr. Cautley's case also. The clubbing of the fingers 
in Dr. Cautley’s case seemed to be an independent occurrence, and was 
probably acquired. Dr. Gautley suggested that the child had a condition of 
pulmonary osteo-arthropathy. Every case of that condition had clubbing 
of the fingers, but very few cases of clubbing of the fingers showed real 
“pulmonary osteo-arthropathy,*’ the presence of which could be at once 
detected by the thickening of the periosteum of the shafts of the phalanges, 
as seen in Eontgen skiagrams.* In the present case, however, the fingers, 
excepting the tips, were unusually thin, which made the presence of pulmonary 
osteo-arthropathy exceedingly improbable. 

Dr. Cautley replied that he queried the question of pulmonary osteo¬ 
arthropathy. He thought it likely that a large part of the condition, and 
certainly contracture of the little fingers, was congenital. The case had not 
been under his own care, but under that of the out-patient surgeons and 
physicians ^t the hospital for three and a half years, and it seemed that the 
child had been treated for extreme talipes valgus. ^ Although the feet had been 
put up in plaster, and special boots were subsequently ordered, he thought it 
possible that the deformity of the foot on the right side depended on the treats 
ment adopted; in other words, the boots had been worn too long on the right 
side, and were not of sufficient length. At any rate, the treatment had not 
cured the flat foot on the left side. The child had pulmonary symptoms, and 
that might have something to do with the shape of the hands. On the whole, 
he took the view of the President, that the hand condition was congenital. 
It was impossible to obtain a history from the mother. 


' F. P. Weber, “ A Slight Congenital Deformity of the Hands,” Proc. Boy. Soc. Med. 
1913, vi (Child. Sect.), p. 27. The illustration shows the partial flexion of the fingers at the 
metacarpo-phalangeal joints associated with slight ulnar deflection. The child was subse¬ 
quently discovered to have an inherited syphilitic taint. 

■ See illustration, F. P. Weber, “The New Bone Formation in a Case of Pulmonary 
Hypertrophic Osteo-arthropathy,” Proc. Roy. Soc. Med., 1909, ii (Path. Sect.), p. 187, fig. 1. 
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Sclerodermia with Sclerodactylia of Antenatal Origin in 

an Infant. 

By E. A. Cockayne, M.D. 

F. M., MALE child, aged 1 year. First child of healthy parents; 
premature. The child was hrst seen five months ago, and found to 
have congenital hydrocephalus, and deformity of both ears. The hands 
showed marked sclerodactylia. The fingers were small, hyper-extended 
at the metacarpo-phalangeal joint and flexed at the inter-phalangeal 
joints. The feet had the same appearance. There was sclerodermia 
of the skin of the limbs, preventing complete extension of the wrists, 
elbows, and knees. Sclerodermia of the skin round the nose and mouth 
was also noticed. The skin condition in these areas has not changed 
since birth. A Wassermann reaction proved negative. 

On February 9, 1915, the mother noticed that the skin on the outer 
sides of both thighs was very hard. This condition appeared suddenly 
and painlessly. There are large, symmetrical areas of thickened skin 
on the outer aspect of each thigh. The skin is not changed in colour, 
does not pit on pressure, and is not tender. The surface is slightly 
nodular. The skin over the abdomen was affected similarly, but to a 
much less degree. Since this was first noticed there has been no 
change. 


Case of Inherited Syphilis with Wassermann Reactions. 

By Reginald Miller, M.D. 

Boy, aged 2 years, well nourished. First child, no miscarriages, 
full term, breast-fed. 

Father : Infected December, 1911. Treated at Lock Hospital with 
mercury until April, 1912 ; then two doses of salvarsan. Wassermann 
reaction not tested, as he failed to report. In August, 1912, no fresh 
symptoms; he reported and yyas found to give a weakly positive 
reaction. He then received eight doses of mercury intramuscularly. 
In April, 1914, reaction negative. 
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Mother: No symptoms throughout. Conception about June 24, 
1912. 

Child : Born March 22, 1913. At the age of 5 weeks, epiphysitis 
of left elbow. Was treated with grey powder for seven weeks, com¬ 
bined with inunction (two weeks). Treatment then stopped for two 
months, owing to doubt in diagnosis. At the age of 5 months he 
developed scaly rash on buttocks. Was given antisyphilitic treatment, 
including inunction, from fifth to fifteenth months. None since. 

Wassermann reactions of child and mother (full test) : At 5 weeks, 
child and mother negative; at 5 months, child and mother positive; 
at 9 months, child and mother positive; at 11 months, child negative, 
mother (after salvarsan and mercury) negative; at 16 months, child 
and mother negative; at 23 months, child and mother negative. 

Dr. Beginald Milleb said that the father of the child had two doses 
of salvarsan within three months of the conception of the patient, and the 
baby did not escape the infection. Thej father’s Wasserman reaction was not 
tested at that* time, but six months later it gave a weakly positive reaction. 
He had had no fresh symptoms in the interval. He thought one might con¬ 
clude that at the time of conception the father’s blood was either negative or 
weakly positive. With regard to the diagnosis of inherited syphilis, when an 
attempt was made to diagnose that condition in babies by means of serum 
reactions, one usually found that the baby yielded a negative, but the mother 
a positive reaction; and that supplied a definite clue. In the present case 
the mother’s reaction was negative at the same time. At Paddington Green 
Hospital there had been three other cases in which, at the time of the origin 
of the baby’s symptoms the mother and baby gave negative serum reactions, 
but the mother’s reaction became positive a few weeks afterwards, although 
no symptoms had shown themselves; and in a few weeks the baby’s reaction 
became positive in the ordinary way. Therefore evidently a negative Wasser¬ 
mann reaction in the mother was no proof against the child having inherited 
syphilis. With regard to treatment, it had often been said that under 
mercurial treatment the Wassermann reaction in a baby did not become 
negative when once it had been positive. He did not know how that idea 
originated. It was curious to see how few babies that came under treatment 
for inherited syphilis remained under that treatment for any length of time. 
Of the cases he had so treated during the last five years, he could remember 
only two which remained imder his observation for two years. In both those 
under administration of mercury by inunction and grey powder the positive 
reaction became negative and remained so. 
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Case of Chronic Polyarticular Arthritis commencing in a Child 
at the Age of 2 Years 4 Months. 

By E. G. Fearnsides, M.D. 

W. H., BORN December, 1911. Until April, 1914, the patient was a 
healthy child. He was breast-fed for twelve months, walked at the age 
of 11 months, and began to talk when aged 13 months. In April, 1914, 
he became ill in himself, and subject to attacks of sweating; shortly 
after this the small joints of his fingers swelled, his knees enlarged, 
and he became unable to walk. 

He first came under my observation on August 28, 1914. At that 
time he was pale, flabby, wasted, and unable to use his hands, or to 
walk. There was considerable muscular wasting of the extremities, and 
great peri-articular swelling of the joints of the fingers, wrists, knees, 
and ankles, and apparently some enlargement of the 'bones. The 
lymphatic glands were not enlarged, and the spleen could not be felt. 
He sweated freely. The tonsils were not enlarged. No abnormal signs 
could be discovered in the heart, lungs, or abdomen, and the urine con¬ 
tained neither albumin nor pus. 

Under treatment with massage and grey powder by the mouth he 
has continuously improved. By November, 1914, he was again able to 
walk. The anaemia gradually improved, and the peri-articular swelling 
of - the knees, ankles, wrists, and fingers, gradually diminished. Skia¬ 
grams of the joints show no gross bony changes. The Wassermann 
reaction in the serum is negative. 

At the present time a blood examination by Mr. Herbert Perkins 
gives : Bed blood cells 5,450,000 per cubic millimetre, white blood cells 
11,500 per cubic millimetre, haemoglobin 64 per cent., colour index 0*8, 
with the differential count—polymorphonuclear cells 48'6 per cent., 
small lymphocytes 38'4 per cent., large mononuclear cells 10'4 per cent., 
transitional cells 1'2 per cent., eosinophiles 1‘2 per cent., and mast cells 
0'2 per cent. 

Dr. Fearnsides said that altliough ten days ago, when he last saw the 
patient, no enlargement of the glands in the axilla? or. groins could be detected, 
to-day the lymphatic glands in these situations were readily palpable, and 
between these dates the varicellar eruption which was now pre’sent had 
appeared. 
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Case of Pseudo-hypertrophic Muscular Dystrophy associated 

with Amentia. 

By E. G. Fearnsides, M.D. 

E. C. P., BORN April, 1905. The patient is a characteristic instance 
of psendo-hypertrophic muscular dystrophy. He cannot sit up straight 
and cannot raise himself from the recumbent to the sitting posture 
without the aid of his hands. He stands unsteadily on a wide base and 
walks with a waddling gait. He cannot raise himself from a sitting 
to an erect posture. When held by the axillae he slips through his 
shoulders. The muscles of the calves, the infraspinati, the outer parts 
of the lumbar mass of the erector spinse, the lumbar attachments of 
the latissimus dorsi muscles, and the axillary portions of the serratus 
magnus muscles are symmetrically hypertrophied and defective in 
power. The pectoralis major, deltoid, biceps, triceps, the lower half of 
the trapezius and the glutei, vasti, and anterior tibial muscles on both 
sides are small and paretic. The rhomboids, supraspinati, and the 
distal muscles of the extremities are proportionately better developed. 
There is little lordosis. The grasps are feeble. The dorsi-flexors of 
the ankles are weak, but there is little talipes equinus. The muscles 
of the neck are fairly developed and those of the face unaffected. 
The abdominal muscles appear normal. The knee-jerks can just be 
obtained, and doubtful ankle-jerks are present. No plantar responses 
can be elicited. The abdominal reflexes are brisk. The fingers are 
long and tapering. The metatarsals are hyperextended and the 
phalanges of the toes distally flexed. The extremities are usually cold ; 
they sweat freely and show cyanotic mottling of the skin. The cranial 
nerves are unaffected. Sensation and the action of the sphincters are 
normal. Vision is good, and the optic disks appear healthy. Hearing, 
smell, and taste are unaffected. He has never been subject to fits or 
other forms of seizure. The head is irregularly shaped and measures 
20 in. in circumference, 13J in. from nasion to inion, and the vertical 
bimeatal distance is 13 in. The right frontal bone is prominent and 
shows a curious bump surrounding a scar. The bridge of the nose, 
palate, and ears are well developed. He lolls with his tongue and 
constantly makes grimaces. 

Mentally he is backward. He cannot read, does not know the 
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alphabet, and cannot state where he lives, his age, nor the ages of his 
brothers. He can only count up to four, and does not know how many 
twice two make. He does not know the value of money, and calls a 
sovereign a halfpenny. He can name and knows the uses of common 
objects. He is interested in pictures, and can name the objects which 
they depict. He is musical, and can whistle and sing. 

As far as can •be ascertained, there is no family history of myopathy. 
His father and mother are normal. The patient is the youngest of four 
children and the other three are healthy. He has always been back¬ 
ward in walking, and is so mentally. For a short time, some y^ars 
ago, he attended school. 


DISCUSSION. 

Dr. Feabnsides said that he desired to call particular attention to the 
association of mental backwardness of severe degree and pseudo-hypertrophic 
muscular dystrophy. According to Oppenheim this association was not 
infrequent; but in this country he thought it must be rare, for among the 
forty cases the records of which he had recently looked up this association had 
not been noted. He also pointed out the unusual distribution of the pseudo¬ 
hypertrophy in this case. The hypertrophy of the calves and of the infra- 
spinati was usual, and that of the lower portions of the latissimus dorsi and 
of the lower portions of the erector spinas muscles was not unusual, but what 
were the peculiar masses on the lateral aspects of the axillae and chest wall ? 
Were they hypertrophies in the serratus magnus muscles or were they not 
hypertrophies of any muscles? Personally, he thought that they were probably 
local hypertrophies of the serratus magnus muscles. 

Mr. Philip Turnek agreed as to the presence of an interesting lump in 
the axilla, which he took to be the serratus magnus, though admittedly it 
came farther forward than was usual. But when traced backwards it seemed 
to originate from the scapula, so it could not very well be anything else than 
what he had stated. 
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Case of Pneumothorax. 

By Ekic Pritchard, M.D. 

E. D., AGED 12 years. Brought to hospital on March 4, 1915, for 
sudden breathlessness, with some cyanosis and pain in left side of chest. 
She had complained of the pain off and on for three weeks, but had 
been going to school until the day she came to hospital. No cough, and 
no previous illness. On examination nothing abnormal was found in 
the chest; the heart was slightly dilated, but otherwise in the normal 
position. Patient refused to remain, and was taken home. She con¬ 
tinued to complain of the pain and was faint at times. Two days later 
she was admitted; temperature 100° F., pulse 104, respiration 28. 
Physical examination as before. She continued to complain at times of 
pain in the lower and posterior part of the left axilla, but was otherwise 
comfortable. On the fourth day the pain became severe, dyspnoea 
marked, colour pallid, temperature 103° F., respirations 64, and pulse 
136. The heart’s apex beat was in the fourth right space about 1 in. 
internal to the nipple line. The left side of the chest was immobile and 
distinctly full under the clavicle. The note was hyper-resonant, breath 
sounds scarcely audible, vocal resonance and vocal fremitus absent; coin 
sound obtained. In four days’ time the respirations had come down to 
28, and the pulse to 96, while the temperature varied from 100° F. to 
101° F.; the patient was quite comfortable. The note at the left base 
behind became dull, otherwise there was very little change in the 
physical signs. 


DISCUSSION. 

Dr. Pbitchabd said that the case was more interesting a day or two 
previous to exhibition, when the classical symptoms of pneumothorax were 
present. The history was worth considering. Since the patient had been in 
hospital skiagrams had been taken. In the recumbent posture, at the level of 
the third rib there was a dark shadow, which looked like that cast by a 
foreign body, but it disappeared when the patient stood erect. Clearly that 
side of the chest was filling up with some fluid, which he thought must be 
pus. There was no splash such as would be beard in the case of ordinary 
serous fluid. He thought the dark mass seen when the patient was recumbent 
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Turner: Hydrocephalus and Spina Bifida 


must be due to a puddle of pus, and that it drained away when the patient 
was upright. At present the coin sound was not very good.^ 

Dr. Charles W. Chapman suggested it was possible that a foreign body 
might be at the bottom of the trouble. In his student days a patient was 
admitted with a history of severe haemoptysis for many months, and wasting, 
and the case was accordingly thought to be tubercular. But one day he had 
a bad coughing fit and coughed up three or four shot. He was a Frenchman 
employed at a wine merchant’s, where his work was to wash out bottles with 
the aid of shot. He occasionally helped himself to some wine, and in the 
“ push up V at the bottom of one of these bottles evidently some shot had 
become fixed and in swallowing wine these shot must have slipped down the 
trachea. Evidently the shot had been lying in his bronchus six months. 
After parting with them he got rapidly well. 

Dr. F. Langmead said that he thought that it would be agreed that 
pneumothorax was a somewhat rare event in a child. He could remember 
four cases of the condition, one of which, shown by Dr. Jewesbury before the 
Medical Society of London, recovered. The other three, which had come 
under his own observation, all died. In one case the pneumothorax had 
followed the use of an exploring needle which had been inserted over a dull 
area on the supposition that fluid was present. In the second case surgical 
emphysema also occurred and became almost general. The conditions wwe 
due to a breaking down tuberculous gland at the pulmonary root, which com¬ 
municated with the bronchus in the one direction and with the mediastinum 
and pleura in the other. The third case was also due to a similar cause but 
was unaccompanied by surgical emphysema. All three cases originated in 
tuberculous lesions. 

Dr. Charles W. Chapman said lie thought that in this case the chest 
should be tapped early, and the fluid searched for tubercle bacilli. 


Hydrocephalus and Spina Bifida with Deformity of the Legs. 

By Philip Turner, M.S. 

Mr. Philip Turner said the child was first seen by Dr. Rolleston, 
who sent him to the speaker. He was aged years, and had con¬ 
siderable spina bifida in the lumbo-sacral region, and hydrocephalus. 

‘ An exploring needle has since been inserted but no fluid was detected. The nature of 
the shadow in the lower half of the left chest is still obscure—it is probably collapsed lung, 
retained in position by adhesions. The lung is now expanding, but the temperature still 
keeps up.—E. P., April 1, 1915. 
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The chief interest in the case was in the condition of the legs. The 
right leg showed a common state in spina bifida; there was marked 
talipes equind-varus, and the tibia itself was somewhat curved inwards. 
The left foot was in a condition of very marked talipes eguino-varus, 
and the thigh was externally rotated to such an extent that the popliteal 
space was turned directly forwards. One could distinctly fedl the con¬ 
dyles of the femur, so that the patella should be behind. But he could 
not feel the patella at all. On that side the tibia was still further rotated 
outwards. Another feature of the case was that the knee could not be 
flexed, though hyperextension was possible, as in genu recurvatum. 
The legs were not completely paralysed, but the patient could not 'move 
them very much. The child appeared to be intelligent, and vision was 
normal. There was incontinence of both urine and faeces. The skia¬ 
gram revealed a number of interesting things. The spina bifida showed 
up extraordinarily well on the plate, and all the bones were present 
except the left patella. The long bones were unduly slender, and the 
epiphyses very large and their outline was indefinite. He was doubtful 
as to the presence of any pathological condition. On the left femur 
was an indication that there had been periostitis, especially at the 
upper extremity. He had not heard of the mother having been 
frightened befcwe the birth of the child. 


Note on Suppurative Parotitis following Pneumonia. 

By J. Porter Parkinson, M.D. 

H. 0., A BOY, aged 3 years, was admitted to the Queen’s Hospital 
for Children on January 2, 1915. He had been ill for a week with 
fever and cough. He had always been a weakly child; had whooping- 
cough at the age of 4 months and pneumonia when aged 1 year. He 
is the elder of a family of two, with a healthy family history. On 
admission there were signs of resolving pneumonia in the upper lobe 
of the left lung, with harsh bronchial rustling at the base of the chest 
on the right side. The temperature only went up to 99’6° F., pulse 108, 
respiration 24. Heart, abdomen, and throat normal. 

On January 7 the temperature mounted to 104“ F. without any 
increase of the signs in the chest, but next morning there was a 
swelling in the right parotid region, hard and firm and tender; the 
next day the overlying skin was red and cedematous, but no fluctuation 
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was felt. On the following day, January 10, a deep incision below the 
lobe of the ear reached an abscess, and a small quantity of thick pus 
was removed. Films from this showed pneumococci and a few staphylo¬ 
cocci. A tube was left in the wound, and the temperature, which 
had kept continuously about 103° F., fell to normal. Eecovery was 
uneventful, and was practically complete when the child developed 
measles on January 23 and had to be removed to the infirmary. 

I considered this case worthy of record on account of the rarity 
of parotitis following pneumonia and due to the pneumococcus. 
Apparently the infection travelled by the blood-stream, as there was 
no morbid appearance in the mouth and the child never coughed 
up sputum, so it is unlikely that the materies morbi travelled up 
the duct. 
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May 28, 1915. 

Mr. Thomas H. Kellock, M.C., President of the Section, in the Chair. 


Hemiplegia in a Girl, aged 10 Years ; Onset sndden but 
without Convulsions; no Evidence of Visceral Disease. 

By C. 0. Hawthorne, M.D. 

li. S., AGED 10 years. History of good health prior to April 4. On 
this day her mother left her sitting on a chair by the fireside, and, when 
returning shortly afterwards, found her lying on the floor paralysed on 
her right side and unable to speak plainly. She did not observe any¬ 
thing in the nature of a fit or convulsion. When admitted to the 
hospital on April 8 the girl had right hemiplegia, was unable to talk 
plainly, and had a temperature of 103° F. Examination otherwise 
negative, and cerebrospinal fluid apparently normal. The temperature 
fell to normal the next day, and the paralytic condition soon began to 
improve. 

Dr. Hawthorne said the point at issue was the pathological and 
anatomical diagnosis. He supposed that the more ordinary causes of 
hemiplegia might be excluded in the absence of visceral disease, albu¬ 
minuria, and evidences of syphilis. Hence it seemed that one was 
reduced to calling the case one of encephalitis, though this was far 
from a satisfactory diagnosis. He did not see the onset of the case, 
but the mother’s account of finding the child on the floor, without 
any sign of there having been a convulsion or fit, seemed fairly trust¬ 
worthy. If that Were accepted, it seemed to remove the anatomical 
diagnosis from the cortex, because in the case of acute cortical lesions 
one would expect convulsions in the corresponding muscular area. He 
would be glad to receive any suggestions from members of the Section, 
ju—1 
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Pritchard: Cystic Lymphangioma in Infant 


DISCUSSION. 

In reply to the President, Dr. Hawthorne said there was no evidence of 
injury having been received by the patient. 

Dr. Harry Campbell confessed that the diagnosis advanced by Dr. 
Hawthorne did not greatly appeal to him. The onset of the hemiplegia was 
sudden, and it seemed improbable that encephalitis should cause a sudden 
hemiplegia. This diagnosis required that the encephalitis should be limited to 
the motor cortex of one side, and such a limitation was unlikely. He (the 
speaker) thought the illness was more likely to be due to a haemorrhage. 
Cerebral haemorrhage sometimes occurred even when the blood-pressure was 
not raised. 

Dr. Porter Parkinson asked whether there was likely to be congenital 
syphilis in the case ; whether the Wassermann test had been done. The onset 
suggested a vascular rather than an inflammatory lesion ; and hemiplegia 
without involvement of any cranial nerves was unusual in anterior polio¬ 
encephalitis. Occasionally one saw cases in which one or more cranial nerves 
were affected, and there was hemiplegia with or without affection of the face; 
but it was unusual to find simple hemiplegia of this kind in encephalitis. 
If syphilis were present it could easily cause such a lesion as would account 
for the symptoms. 

Dr. Hawthorne, in reply, said he believed the Wassermann reaction was 
tried, but he could not at the moment be certain. The appearance of the 
child was quite free from any suggestion of inherited syphilis. He agreed 
with the principle underlying Dr. Harry Campbell’s remarks. His (the 
speaker’s) belief was that the diagnosis was the one set forth in the descrip¬ 
tive title, and he did not think it could be taken further. 


Cystic Lymphangioma in Infant. 

By Eric Pritchard, M.D. 

This case was shown to the Section on January 23, 1914, as one 
of persistent “ caput succedaneum.” Subsequent events have proved 
that this view of its pathology is incorrect, and that the tumour is 
probably a congenital cystic hygroma or lymphangioma in an unusual 
situation. At the time the diagnosis was obscured by the fact that the 
tumour was the presenting part (left shoulder presentation) and that the 
contents of the cyst, which were drawn off by the hypodermic needle, 
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consisted of a blood-stained fluid like blood serum. The tumour has 
continued to increase in size pari passu with the growth of the infant. 

Dr. Pritchard said he was showing the case again because previously 
there was considerable doubt as to the diagnosis. But since first 
showing the case the tumour had been getting larger as the child had 
grown, and no doubt the former diagnosis of caput succedaneum was 
wrong. Probably it was a cystic lymphangioma. The difficulty about 
that diagnosis was the fact that in drawing off some of the fluid it was 
found to be blood-stained. He did not know whether that was due 
to the presenting part suffering some trauma at the time of birth. 
Some of these cystic hygromata contained curious things. Many years 
ago, when he was a student at Badcliffe Infirmary, Oxford, Mr. Morgan 
showed a case of cystic hygroma—a red, swollen and painful tumour. 
He asked the students what they thought it was, and the general view 
was that it was an ordinary abscess in the neck. But Mr. Morgan 
laughed and said it only contained clear fluid. A few days afterwards 
the case was taken into the operating room, and when Mr. Morgan 
opened it, much pus gushed forth, which made one wonder whether it 
was, after all, lymphangioma. 


DISCUSSION. 

The President asked whether Dr. Pritchard intended to have anything 
surgical done. These swellings sometimes behaved curiously; they were 
liable to attacks of acute inflammation arising spontaneously, and this was 
also likely to occur if interfered with surgically and not completely removed ; 
whereas, if they were left alone they often became gradually smaller and finally 
disappeared. Not long ago a man came home from Sicily bringing with him 
a boy, aged 14, and said be thought Mr. Kellock would like to see him again. 
It appeared that the boy as a young child had been in the Children’s Hospital 
in Great Ormond Street with a large hygroma of the forearm. The father 
said a surgeon in Italy had removed a small piece, examined it, and said it 
was lymphangioma. This was the only operation that bad been done. When 
seen, the arm was practically normal. When inflamed, these tumours often 
resembled sarcoma. Interference in the present case might cause trouble; 
if left alone it would be harmless, and might in time disappear. 

Dr. Pritchard replied that he was glad to hear the President's suggestion 
to leave the tumour alone; it accorded with his own idea. The mother was 
anxious to have something done immediately. 
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Child with Defective Patellae and Contraction of Limbs. 
Case for Diagnosis. 

By H. Thursfield, M.D. 

Child, aged 8 months, with asymmetry of head and chest; thumbs 
flexed into palms ; legs flexed at knee-joints, cannot be fully extended ; 
patellae obviously defective. Talipes of both feet. Fourth child, full 
term, natural labour; other three alive. Na miscarriage. Mother 
quite healthy during pregnancy. Diagnosis of condition required, and 
suggestions as to treatment of the legs. 

DISCUSSION. 

Dr. Thursfield said he was grateful to those members who called his 
attention to the fact that the description he’ had set down was false ; the 
child was possessed of patellss and fibulae. He was obliged to Dr. Cockayne for 
having directed his attention to a paper in the Zeitschrift fur Kinderheilkunde^ 
describing two cases which seemed to be closely allied to this condition. 
The author of that paper, apparently, attributed the condition to a deficiency 
of the pituitary body; at any rate in one case, in which he obtained an autopsy, 
he found the surface of the hypophysis shrunken and the organ flattened ; the 
other ductless glands were all right, and the conclusion arrived at was that the 
condition was due to a partial giant growth, of congenital nature, which caused 
a general bone deficiency ; and perhaps also early intra-uterine destruction due 
to disease of the endocrine glands. He supposed his surgical colleagues would 
be able to strengthen the limbs of this patient. If anything further happened, 
he hoped to report to the Section later. 

Dr. F. Parkes Weber said he remembered a child who was shown 
some years ago at a clinical meeting of the Medical Society of London, by 
Dr. F. J. Poynton.* The child had very long fingers and toes, and Dr. Poynton 
called the case one of “ Atavism,’* but it evidently corresponded to Dr. 
Thursfield’s case and the cases of so-called “ Arachnodactylie ” to which 
Dr. Thursfield had alluded. It would be interesting to follow the progress 
of Dr. Thursfield’s patient. In regard to the possible r6le of the pituitary 
gland in such cases, it should be borne in mind that the same condition of 
the pituitary gland which in adults produced the changes in the extremities 
characteristic of acromegaly might in earlier life (whilst the patient was 
growling in length of body and limbs) give rise to a condition of giant 
growth in regard to the height of the body and the length of the limbs. 


F. J. Poynton, “ Case of Atavism,” Trans, JJtJcd. Soc. Lond.^ 1903, xxvi, p. 338. 
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Dr. Ekic Pritchard thought any pathology hy which it was sought to 
explain this condition should take into account the asymmetry, which was 
extraordinarily well marked in the head and chest. If it was due to some 
internal secretion, it was difficult to see how it would explain the occurrence 
of asymmetrical growth on the two sides. He regarded the child as mentally 
defective. It also had physical stigmata in other parts—the ears were deformed 
and very large. He would expect to find some nervous lesion, rather than a 
glandular defect. 

Case of Polio-encephalomyelitis. 

By Maude Eichards, M.B. 

(Introduced by Eric Pritchard, M.D.) 

The patient, a healthy boy, aged 7 years, developed a squint and 
double vision on April 27. He was brought to the Queen’s Hospital for 
Children on May 3, when he was examined, but no other lesion could 
be discovered. On May 8 the parents noticed weakness in right arm 
and dragging of right leg. On May 10 he was brought again to the 
hospital, and then complete palsy of sixth left nerve was discovered. 
No nystagmus. Disks normal. Partial paralysis of right twelfth nerve. 
Shoulder-girdle: Some weakness of right side. Arms: No wasting of 
arm and hand muscles; temperature of both the same; weakness of 
right arm and hand; grip poor on right; right thumb and fifth finger 
can only be opposed with difficulty; jerks +, more so on left side. 
Abdomen: Beflexes on left side active, absent in upper half on right 
side ; no wasting. Legs: No wasting; right leg and foot colder than 
left; weakness of muscles; knee-jerks active on right, exaggerated on 
left; no ankle clonus ; ? extensor response on right, flexor on left. 

On May 14 the boy was admitted to the hospital. New lesions 
found to be present. Seventh nerve palsy (incomplete type) on the 
right side; eighth nerve afiected; partial deafness ; taste normal. Arms: 
No wasting; grip on right side weaker than left; jerks exaggerated on 
right, active on left; total inability to oppose thumb and fifth finger; 
marked dysdiadokokinesis on right side. Abdomen: Beflexes absent on 
right side. Legs: Weakness greater on right side; right colder than 
left; knee-jerks, clonus on right, exaggerated on left; no ankle clonus ; 
Babinski’s sign on right side, flexor response on left. No spasticity. 
Inco-ordination in walking. No Bombergism. Sensation to light, and 
painful touch on right leg and foot slightly diminished, otherwise 
normal. 
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Eolleston : Case of Ectrodactyly 


DISCUSSION. 

Dr. Eeic Pritchaed, in the absence of the exhibitor, said it was not an 
easy case to comprehend. At the present time it presented the appearance 
of hemiplegia with paralysis of sixth and seventh nerves on the opposite side, 
pointing to a lesion on the left side of the pons, at the level of the exit of 
the seventh nerve. The result of the Wassermann test was not absolutely 
definite; there was partial haemolysis. It would be repeated. There was 
Xwssibly a tumour or syphilitic lesion in the pons. 

Dr. C. 0. Hawthorne said he hoped members would hear of this case 
again, as manifestly it was a very complicated and difficult one. He would like 
to entertain the view that there was possibly a tumour at tho base of the 
brain. Intracranial tumours show variations in symptoms, presumably from 
varying degrees of vascular congestion produced in their neighbourhood. He 
did not think, therefore, that the clinical history of the case excluded the 
diagnosis of tumour. 


Case of Ectrodactyly. 

By J. D. Eolleston, M.D. 

Girl, aged 3 years. Bight upper arm and forearm are of the 
same size as the left, but the right hand is rudimentary. The right 
metacarpus is 2‘5 cm. long by 4 cm. broad, the left 5'6 cm. by 6‘5 cm. 
broad. The phalanges of the right hand are represented by five small 
tubercles; the thumb tubercle is the largest, being 9 mm. in length, and 
alone carries a nail, the little finger is 2 mm. long, and the second and 
third fingers only 1 mm. long. The thumb rudiment and, to a less 
extent, the other tubercles, are movable at will; there is no trace of 
a scar. The left upper limb and both lower limbs are normal, and 
there are no other external deformities nor apparent visceral anomalies. 
Apart from the ectrodactyly the child is well developed. The parents 
and two other children in the family present no deformity. The 
mother attributed the patient’s deformity to having seen, during the 
fourth month of pregnancy, her eldest daughter catch her fingers in 
a mangle. The girl escaped with slight bruising of the fingers, and 
the mother did not anticipate the deformity of her child. 

Dr. Rolleston said ectrodactyly was a lesser degree of deformity than 
ectromelus, of which Dr. Cautley had shown a case at the last meeting.' 


Proceedings^ 1915, viii (Child. Sect.), p. 69. 
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Both terms were invented by the celebrated anatomist Isidore Geoffroy 
Saint-Hilaire,^ in 1832. Several explanations for the condition had 
been offered, one of which was maternal impressions. There was such 
a history in this case, but, unfortunately, the supposed maternal impres¬ 
sion occurred two months after the limbs had been separated into three 
segments. There were also the theories of constriction by a band and 
intra-uterine amputation. And mal-development of the central nervous 
system, acting as a trophic centre, had also been invoked. With regard 
to the first two theories, there was no evidence of a sulcus such as would 
be caused by a constricting band, nor evidence of a scar, the result of 
an intra-uterine amputation. The presence of rudimentary fingers did 
not negative the theory of intra-uterine amputation, because the human 



Case of ectrodactyly. 


embryo, like the adult salamander and some amphibians, had the power 
of regenerating portions of limbs.^ The question as to mal-development 
of the nervous system could not be settled. Several cases had been 
recorded in which mal-development of the cervical enlargement had 
been associated with thoracic ectrodactyly or thoracic ectromelus^ and 
absence or mal-development of the lumbar enlargement had been 


* “ Histoire des anomalies de ^organisation chez Thomme et les animaux,’’ Paris, 1832. 

* J. W. BaUantyne, “Ante-natal Pathology and Hygiene: the Embryo,” Edinb., 1904, 
pp. 195-196; M. Duval, “ Nouveau Traits de Pathologie g4n6rale,*’ 1912, i, p. 318. 

* Guinard, quoted by Meunier, Nouv. Icon, Salp^tr., 1897, x, p. 15 ; Troisier, Btill. Soc. 
Anat. de Par., 1873, 5 s^r., vi, p. 140; Variot, Bull. Soc, d'Anthrop. dePar., 1890, 4 ser., 
i, p. 487. 
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Goffe: Case of Deformity of Left Hand 


associated with abdominal ectromelus.^ Hereditary syphilis had been 
given as a cause of mal-development of the nervous system,® but in 
his case there was no evidence nor history of that disease. He had 
not had a full account of the skiagram, but apparently all the bones 
were present except those of the phalanges. 


Case of Deformity of the Left Hand, with Constriction of 

the Right Forearm. 

By E. G. L. Goffe, M.D. 

Female, aged 4 years. 


DISCUSSION. 

Dr. Goffe regretted that the case similar to Dr. Eolleston’s had not come. 
His patient was a boy, and the deformity was on the left side, a point 
mentioned by Dr. Cautley in the notes on his case of ectromelus, shown at a 
meeting of this Section on March 26, 1915 : “ Such cases were more frequent 
in boys than in girls, and more common on the left side than on the right.” 

Dr. C. O. Hawthorne asked whether one could properly rule out the 
possibility of intra-uterine amputation because no scar could be seen on the 
stump. If amputation took place in early intra-uterine life, the limb would be 
very small. He thought it possible for such an amputation to occur and yet 
leave nothing which would catch the eye and be recognised as a scar in later life. 
One of Dr. Gofife’s cases showed a groove of constriction; and he had seen several 
cases with a groove on one limb, and absence of a portion of the limb on the 
opposite side. Some years ago he showed, before the Children’s Society,* a 
case in which there was a complete groove on one thigh, and another groove 
completely encircling the abdomen. The case was figured in the reports of the 
Society. Such experiences suggested a stage stopping short of amputation, and 
lent colour to the suggestion that absence of a peripheral portion of a limb was 
due to the action of some constricting agent. Another point in Dr. Rolleston’s 
case was the presence of rudimentary fingers on the stump. Dr. Hawthorne 
quite agreed that this did not neutralise the suggestion of intra-uterine amputa¬ 
tion. Ho had figured a case in which such rudimentary fingers w'ere present 


' Serres, quoted by Meunier, loc. cit. 

* E. Fournier, Theses de Par., 1897-98, No. 391; G. Gasnc, Nouv, Icon. Salpetr., 1897, 
X. p. 31. 

* Rep. Soc. Study Dis. Child., 1903, iii, p. 29. 
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on h stump in the immediate neighbourhood of the elbow-joint. Hence the 
capacity of the proximal part of the limb, in a certain stage of development, 
to produce digits, existed even though a considerable part of the limb was 
removed. 


Amaurotic Family Idiocy (Waren Tay-Sachs Disease). 
By F. E. Batten, M.D., and Mildred A. Jukes. 

‘B. L., AGED 11 months. Born of Jewish parents at full term, and 
apparently normal at birth. Weakness of the arms and legs was soon 
observed, and at the age of three months the mother noticed that the 
child was blind. The child is the youngest of eight; one sister, simi¬ 
larly affected, died in infancy one year ago. She is a well-nourished 
child, but feeble; cannot sit up without support. There is no rigidity; 
all reflexes are normal. The child takes no notice of her surroundings, 
lies quietly in bed, and is not irritable. There is some perception of 
light, otherwise the child appears to be blind. On examination of the 
fundi, the typical white patch is seen on the maculae with a central, 
cherry-red spot. The cerebrospinal fluid is normal. The Wassermann 
reaction is negative. 


Pericarditis in Diphtheria. 

By Philip Figdor, M.B. 

A BOY, aged 3 years, was admitted to hospital for laryngeal diphtheria 
on November 30, 1914. Tracheotomy was performed shortly after 
admission, with instant relief. On December 14 the cardiac rhythm 
became irregular. On January 11, 1916, a faint systolic murmur was 
heard at the apex. On February 27 the cardiac dullness was greatly 
increased in both directions, and a soft ventricular murmur was heard 
at the apex, in the axilla and pulmonary area, and there was occasional 
reduplication of the second sound. On March 1 the murmur was heard 
in all the areas, but best at the apex. The cardiac dullness was slightly 
decreased on the right. On March 5 the general condition of the patient 
was much worse, cyanosis was marked. The cardiac dullness was 
greatly increased in both directions, and a harsh, double murmur was 
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heard in all the areas. A diagnosis of pericarditis was now made. 
March 8: Cardiac dullness considerably reduced. A mid-diastolic 
murmur was heard within the apex. By March 15 the cardiac dullness 
was again greatly enlarged, and death took place on March 23. 

Post-mortem : The parietal and visceral layers of the pericardium 
showed recent pericarditis. There was about 10 oz. of serous peri¬ 
cardial fluid. Mitral valve : Edges thickened and eroded. Aortic and 
pulmonary valves healthy. Left ventricle hypertrophied ; right ven¬ 
tricle slightly hypertrophied. Great oedema of pericardiup and tissues 
at root of neck, including the thymus. Lungs almost airless; no 
tubercle; no evidence of consolidation. Very little fluid in pleural 
cavity. Slight oedema of mesentery. Gall-bladder oedematous, walls 
being about J in. thick. 

Dr. J. D. Rolleston said pericarditis was a very unusual event in diph¬ 
theria ; he had very seldom been able to diagnose it during life, and he had 
never seen it on the post-mortem table. About the only lesion one found in 
the pericardium in diphtheria was pericardial petechias, which were liable to 
occur in severe haemorrhagic cases. Occasionally there might be haemorrhagic 
effusions in the pericardium in cases of diphtheria. Not long ago two 
specimens were shown to the Section of pericarditis in scarlet fever;* that was 
not so rare an occurrence in scarlet fever as it was in diphtheria. There were 
no statistics of the latter; but in scarlet fever, according to the statistics of the 
Metropolitan Asylum Board for the ten years 1900-09, the frequency of the 
association was O’lO per cent. In the present case it might be doubted 
whether diphtheria was entirely responsible for the pericarditis, for though the 
account showed there was seme cardiac mischief before, the pericarditis did 
not come on until two months after the attack of diphtheria. There might 
have been some latent rheumatism. 


‘ E. B. Gunson, Proceedings^ 1915, viii (Child. Sect.), p. 35 ; E. G. L. Gofie, p. 86. 
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Case of Hypopituitarism. 

By F. Langmead, M.D. 

W. H., MALE, aged 19 years 3 months. 

History : The boy has always been noticed to be backward, and did 
not talk properly till nearly 4 years old, nor walk alone till nearly the 



Case of hypopituitarism. 


age of 3 years. At school he made but little progress. Between the 
ages of 5 and 7 years he is said to have been kept in bed because of 
tuberculosis of the left hip-joint, during which time he became very 
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thin. Afterwards he attended a “ cripple ” school for two years. He 
then appeared to he in good health, but was slow in learning. At the 
age of 12 years he began to get very fat. He remained at school till 
the age of 14 years, and since then has done a little light work. 
According to his mother, he has shunned the society of other boys, 
appearing to be very sensitive about his size. Since Christmas, 1914, 
he has had six convulsions, during some of which he has bitten his 
tongue; they are not preceded by an aura. The longest fit lasted about 
ten minutes. From earliest infancy it has been noticed that he has 
passed a large amount of urine. Since the onset of fits he has com¬ 
plained of slight headache, but it does not appear to be a marked feature. 

Family history: He is one of a family of seven, five of whom are 
strong and well, and are not unduly fat. One died in infancy from 
measles. 

Present condition: The boy is extremely obese, as shown by the 
photograph and the following measurements: Height, 58 in. ; upper 
arm, circumference, 11J in.; forearm, circumference, right 11 in.; left, 
lOf in.; chest,31 in.; abdomen (umbilical girth), 43 in.; thigh, 10J in.; 
calf, 14 in. His general development, mental and physical, approxi¬ 
mates to that of a boy aged 11 or 12 years, rather than 19 years. 
The genitalia are rudimentary, the testicles being felt with difficulty and 
being no larger than peas. There is no hair on the face, but some in 
the suprapubic region. The breasts and general development are of the 
female rather than of the male character. The voice does not appear 
to have broken, though it is not strikingly infantile or feminine. The 
amount of urine passed per diem varies between 104 and 300 oz. He 
also suffers from polydipsia, the amount of fluid taken varying roughly 
in proportion to the polyuria. The optic disks and the fields of vision 
are normal. The blood-pressure appears to be equal to between 110 
and 130 mm. of mercury, but the figure is not very reliable owing to the 
obesity. The pulse is small and easily compressible. Weight, 11 st. 

Sugar tolerance has not yet been tested adequately, as it has been 
found impossible to get him to retain a sufficient amount of the only 
glucose available: the urine, tested hourly after about 198 grm. were 
retained, contained no sugar, however.^ 

The diagnosis is established by a skiagram of the pituitary fossa, 
which is seen to be minute, the posterior clinoid region being greatly 
thickened. 


Tested at a later date, about 400 grni. were tolerated without glycosuria. 
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Localising Brain Symptoms (Hemiplegia and Hemispasm) as 
Early Events in Tuberculous Meningitis. 

By C. 0. Hawthorne, M.D. 

In many cases of taberculoas meningitis, perhaps in the majority, 
the early diagnosis is difficult because the symptoms are general, vague 
and indefinite; and indeed it is not very unusual for the disease to run 
its course to a fatal termination vrithout any more precise announce¬ 
ment of a brain lesion than a gradually increasing coma, vrith or -with¬ 
out vomiting. In other instances there occur, in addition, motor 
disturbances—paralyses or convulsions—which in such circumstances 
as those just proposed are highly significant and make the identification 
of the clinical picture a fairly confident and easy one. A squint is 
perhaps the most frequent of these paralyses, though other localised 
palsies are far from being unknown. Convulsions, also, are not 
uncommon in the later phases of the disease, and while they may 
occasionally be localised their distribution is in most instances wide¬ 
spread and bilateral. Speaking generally, all such events are relatively 
late phenomena, and it is their postponement which is largely respon¬ 
sible for the preliminary period of diagnostic hesitation or uncertainty, 
qualified though this may be by a greater or less measure of suspicion. 

As a contrast to this story of gradual and insidious movement, and 
of defective and delayed clinical definition, it is necessary to note that 
occasionally tuberculous meningitis has an abrupt onset, and that this 
may take the form either of localised palsies or of localised convulsions. 
Such experiences are hardly likely in themselves to suggest tuberculous 
meningitis, seeing that the palsies and convulsions of this disease are 
usually not early, but late features of the clinical history. The diagnosis 
in such circumstances may contemplate the possibility of an intra¬ 
cranial tumour or of an attack of encephalitis; or again, at least in 
regard to convulsions, an explanation may be hoped for in the direction 
of “ reflex irritation ” arising from such influences as troublesome 
dentition, digestive disturbances, intestinal parasites, and so on, such 
a view of the position being facilitated, perhaps, by the temporary 
character of the convulsive or paralytic events. There would seem, 
therefore, to be some practical value in illustrations of the statement 
that a localised paralysis or a unilateral convulsive seizure may mean 
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the clinical beginning of tnberculous meningitis. So wide a departure 
from the usual course of the disease may readily mislead both diagnosis 
and prognosis, and the occasional cases which illustrate it are therefore 
worthy of record. It is from this point of view that the two following 
cases are summarised and presented. In each instance the sequel 
placed the diagnosis beyond doubt, but at the outset it was not easy to 
frame a confident interpretation. 

The first patient was a boy aged 10 years. At one time he had 
had some enlarged glands, but otherwise had enjoyed very good health. 
On September 18 he was said to have been sick while at school, but 
this was regarded as a matter of no consequence, and on the two 
following days he was as active and happy as usual. During the night 
of September 20, however, he again vomited, and in the morning it 
was noticed that his speech was peculiar and his face “ drawn." 
Examination showed a paralysis of the left face and left upper limb, 
with a doubtful extensor response in the left foot. The paralysis 
disappeared in the course of forty-eight hours and the boy seemed quite 
well again. But on the following day there were repeated convulsive 
seizures, limited to the left limbs, and apparent inability to speak, 
though no coma or unconsciousness. On the cessation of the convul¬ 
sions left hemiplegia was again observed, but otherwise clinical 
examination was entirely negative, this remark including both the 
fundus oculi and the cerebrospinal fluid. During the convulsive 
seizures the temperature rose to 101° E., but prior to this it had been 
normal or just above 99° F. Later the paralysis entirely disappeared, 
but headache, persistent vomiting, febrile temperatures, and abundant 
cellular elements in the cerebrospinal fluid, left no room for rmcertainty 
in the diagnosis. In the early days of the case, however, it was not 
easy to be confident. The boy, it is true, had twice vomited before the 
paralysis was observed, but he made no complaint and showed so 
little evidence of general disturbance that his mother took him out to 
the doctor’s house, and it was there that the hemi-paresis was noticed. 
At that date a diagnosis of tuberculous meningitis would have appeared 
in sharp contradiction to the patient’s general condition, yet subsequent 
events showed that this was the true interpretation. (I am indebted to 
Dr. J. D. E. Monro for assistance in completing the notes in this case.) 

The second patient was a boy aged 1 year 7 months. He was 
brought hurriedly to the hospital because he had been suddenly seized 
with convulsions, and these, it was seen, were strictly limited to the 
right side. The rectal temperature was 98’2’ F. The child was at once 
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admitted, and after an hour or so the convulsions ceased. On the 
following day he appeared to be quite well and there seemed to be no 
reason to resist the mother’s determination to take him home; there 
was no paralysis or other evidence of organic disease, and the cerebro¬ 
spinal fluid was free from any excess of cells and from micro-organisms. 
In two days’ time the boy was again brought to the hospital with 
further convulsive seizures, and he gradually developed characteristic 
signs of tuberculous meningitis; the cerebrospinal fluid showed a mild 
degree of lymphocytosis, but no bacilli were found in it. The diagnosis 
was confirmed by post-mortem examination. 

As in the first case, the peculiarity of the second record is the early 
development of motor disturbances suggesting a localised lesion in the 
brain and ceasing before the more generalised symptoms of meningitis 
displayed themselves. The absence of change in the earlier examinations 
of the cerebrospinal fluid is likewise illustrated in each record, but this 
is hardly an uncommon experience in tuberculous meningitis; the same 
may be said of the failure to find tubercle bacilli, even in the later tests. 

The question may be asked, how are these early, sudden, limited, 
and transitory developments, of paresis in the one case and of convulsions 
in the other, to be explained ? Convulsions and paralysis are, of course, 
not infrequent in the later stages of tuberculous meningitis, and are 
then presumably due to such events as increased intracranial pressure, 
encephalitis, and cerebral softening following vascular obstruction. It 
is not easy to apply any of these explanations to an early and temporary 
hemi-paresis such as is described in the first of the two cases here 
recorded; and though the invasion of the disease, as is the case also in 
other infections in childhood, may be marked by generalised convulsions, 
the cause of these, whatever it be, will hardly apply to the strictly uni¬ 
lateral spasm which marked the onset of the second case. On the face 
of both histories there would appear the suggestion that the sudden and 
limited motor phenomena marked the arrival of the specific irritant 
within the cranial cavity and its application to a localised area of brain 
tissue. That the tuberculous meningitis was in each instance a develop¬ 
ment secondary to some primary tuberculous focus may be accepted as 
certain, and indeed in the case of the infant this issue is closed beyond 
moral doubt, as the necropsy showed extensive disease of the mediastinal 
glands. Presumably, from such primary source the irritant reached the 
brain through the blood-stream and in the fashion of an embolus, or 
rather as minute multiple emholi. It is not difficult to believe that the 
sudden arrival of such emboli, if and when they fall in force on the 
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motor cortex of one hemisphere, would be capable of producing in 
the cortex disturbances which might express themselves clinically either 
as unilateral convulsions or unilateral paralysis. Nor is it difficult to 
advance to the position that this sudden blow might, after a time, be 
followed by a local recovery of nerve function, with consequent dis¬ 
appearance of the convulsions and paralysis. The subsequent appearance 
of the signs of a generalised meningitis must doubtless be explained by 
the tendency of the specific irritant, when once implanted, to produce 
a gradually extending infection. Perhaps the chief difficulty in accepting 
such an explanation is the rarity of such events as are here recorded. 
Tuberculous meningitis is usually, if not invariably, secondary to primary 
tubercle existing in the chest or other part of the body, and equally the 
infection is commonly conveyed by the blood-stream. Why, then, do the 
specific emboli not frequently announce their arrival by such localising 
events as unilateral convulsions or hemi-paresis ? To say that the 
emboli are not usually distributed in the fashion necessary to produce 
these manifestations is consistent with the facts, but it only pushes 
the difficulty back by a stage. The position is, however, hardly 
more acute here than it is in relation to the localisation of emboli 
generally, for it would be a hard task to explain why such bodies, arising 
from corresponding sources, say the left auricular appendix, show, in 
different cases, a great variety in the pattern of their distribution. The 
same comment may be made in relation' to the problem now at issue, 
and it does not seem possible to carry the position further than to say 
that, whilst such an experience is not common, the arrival of the 
infection in tuberculous meningitis may be marked by limited motor 
phenomena suggestive of a localised, cerebral lesion. That a localised 
tuberculous lesion within the skull may be the centre from which 
spreads a diffuse meningitis seems highly probable, if not certain, seeing 
that occasionally, with tuberculous meningitis, a limited area of obviously 
old-standing disease is present. In such cases the first infection has 
doubtless become controlled, and later, under influences which cannot 
be defined, has presumably taken on renewed activity. Again, occasion¬ 
ally in a case of phthisis pulmonalis there develops some acute cerebral 
event, for example, an ocular paralysis, and after an interval, it may be 
of several weeks, the symptoms of a generalised meningitis appear. 
Here, also, the probabilities would appear to be that a limited infection 
has resulted from the entrance of the irritant into the blood-stream, 
that it has for a time remained limited, and then has given rise to a 
spreading infection by continuity or contiguity of tissue. In the cases 
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recorded in this paper it is suggested that the order of events is similar 
to that just described, with this trifling exception, that the period of 
limitation or quiescence of the primary cerebral infection was of less 
duration, being indeed a matter of days rather than of weeks. In this 
way it seems possible to explain both the early and local distribution of 
the paralysis and convulsions and the subsequent development, after an 
interval of quiescence, of the usual clinical features of the disease. 

(Two case records with histories similar to those described in this 
paper are reported in an article by Dr. L. W. Sauer in the Archives of 
Pediatrics, December, 1914.) 


DISCUSSION. 

Dr. Hakry Campbell desired to congratulate Dr. Hawthorne on his most 
interesting and lucid exposition; it was delightful to hear a case presented in 
so simple and understandable a fashion. He ventured to suggest, as an alter¬ 
native explanation of these two cases, the possible presence of a latent tuber¬ 
culous tumour, which suddenly took on active development, and subsequently 
led to a generalised tuberculosis of the meninges. Still, he acknowledged the 
ingenuity of Dr. Hawthorne’s suggestion. 

Dr. Eric Pritchard wished to refer to one small point in this exceedingly 
interesting paper. The author suggested that such conditions might be due to* 
embolisms from a lesion in a remote part; he (the speaker) therefore asked 
whether, in the second case quoted, there was any evidence of a primary focus 
in any other part of the body. It was somewhat diflBcult to understand how 
an embolism could reach the brain unless it arose from the pulmonic area; 
it would have to go through the lung in the first place, and cause an infarct 
there. It seemed to him that Dr. Hawthorne’s very ingenious hypothesis 
would apply more to cases in which there was a disturbance of some, possibly 
latent, focus in the lungs or brain itself, which caused an embolism in some, 
fresh situation. 

Dr. E. G. L. Goffe desired to mention a case of interest in connexion 
with the present one. A man, aged about 28 years, was certified as suffering 
from cerebrospinal meningitis. He was in the hospital four days, and 
gradually developed a condition of coma, followed by hemiplegia. Some 
cerebrospinal fluid was withdrawn, and a Gram-negative diplococcus was 
found. The man died about twenty-four hours after the hemiplegia came on. 
About six hours before death he coughed up a good deal of pus. The patient 
had been under treatment for eighteen months at the hands of his doctor, 
who had arrived at no definite diagnosis. Caseating tuberculous glands were 
found in the mesentery and the mediastinum; and there was a cavity, the size 
of a lemon, in each lung. No lesion macroscopically discernible could be found 
in the brain or meninges other than congestion of the blood-vessels. 

JU —la 
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Dr. Hawthorne, in answer to Dr. Harry CampbeU’s comments, said that 
his controversial weapons were somewhat blunted seeing that he made a 
similar suggestion in Dr. Pritchard’s case. But in his (the speaker’s) second 
case there was a post-mortem examination, and no tubercular focus, such as 
might lead to meningitis, was found. The diflBculty which Dr. Pritchard 
raised was one which came up perennially in reference to the spread of 
tuberculous meningitis. While everyone allowed that the development was 
secondary to a primary focus, the difficulty was to understand how it came 
about that the embolus had reached the brain while there was no evidence in 
the lung. But was it not a point on which anatomists agreed that the 
pulmonary capillaries were of somewhat larger calibre than were the systemic 
•capillaries? In this event, an embolus could pass through the pulmonary 
<5apillaries and yet be arrested by the systemic. He agreed that it was not 
•easy, in many cases of tuberculous meningitis, whether the hemiplegia was 
•early or late, to put one’s finger upon a localised mass and say, “ Here is 
sufficient to account for the existence of a localised paralysis.” 
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November 13, 1914. 


Mr. Charters J. Symonds, M.S., President of the Section, in the Chair. 


The President explained the arrangements that had been made 
as to the meetings for the coming Session owing to the War, and asked 
the members of the Section to communicate with the Secretaries if they 
were able to suggest any subject to which a meeting might be entirely 
devoted. 


Probable Injury of the Crucial Ligaments. 

By Alan H. Todd, M.S. 

Mr. C. C., aged 30, injured his knee during a football match when 
he was aged 15; he does not remember quite what happened, but he 
had to be carried ofif the field. Nothing was very obviously wrong with 
the joint at the time, and the school doctor sent him into school next 
day. After walking on it, however, it became very swollen and painful, 
and he had to remain in bed for ten days. No splint was used. The 
inflammation subsided. 

For some years after this the joint felt weak, and the patient says 
that it always seemed to him as if it might at any moment undergo 
hyperextension. Sometimes it would become swollen and distended, 
and then walking would be painful. Occasionally it would “ go out,” 
in which case there would be severe pain. Sometimes it would reduce 
with an audible click. The joint, moreover, sometimes became locked, 
but he has never discovered a loose body in it. He has always been 
able to reduce the knee by slow, forced extension, but he has noticed 
that if he wears an elastic kneecap this prevents his “ getting the joint 
D—6 
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back” unless he first removes the cap. At one time, soon after he left 
school, he used to get attacks of synovitis every few weeks, but lately 
these have been much less frequent. In the intervals between the 



Fig. 1. 

Showiug marked osteo-arthritic changes, and attrition of internal tuberosity, 
probably explaining the progressing genu varum. 


attacks he has been able to lead an active, athletic life, playing a good 
game of golf or tennis daily, though he has always had to avoid turning 
round too suddenly. 
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Eleven years ago, when out shooting, he jumped on some muddy 
ground and twisted the knee badly. It was very painful, and a doctor 



Fig. 2. 

Lateral view, showing ostaephytes. 


put it in plaster of Paris, fully extended, for three weeks. After this 
he wore a patella-clainp for a while, but as it failed to prevent the joint 
going out,” he discarded it. 

I)—Crt 
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A slight genu varum slowly developed after the original accident, 
but lately it has obviously increased. The patient walks with a slight 
limp, but there is no laxity of the joint apparent; he seems to have 
xmconsciously acquired the habit of keeping the thigh muscles well 
braced up when walking. When he is sitting down he can make the 
leg slide forwards on the femoral condyles at will. There is slight 
limitation of the extremes of extension and flexion, and some lateral 
mobility of the joint. Although there is no evidence of free fluid 
within the joint, or of hypertrophy of the sub-synovial tissue, the 
circumference of the right knee is f in. greater than that of the left. 
This seems to be mainly due to several large osteophytes which have 
formed around the internal tuberosity of the tibia and the internal 
condyle of the femur, at their margins. They are well seen in Mr. 
Shenton’s skiagrams. 

The skiagram rather suggests that there is a fracture of the spine 
of the tibia, a condition very frequently associated with laceration or 
rupture of the crucial ligament; but this point is difficult to decide, on 
account of the presence of so many osteophytes around the articular 
margins. It is difficult to say which' ligament (if any) is affected, but 
inasmuch as the tibia dislocates forwards when it “ goes out,” it is more 
probably the anterior. It is well known that in tuberculous arthritis, 
when the posterior ligament is destroyed, the leg goes backwards. 
The marked formation of osteophytes and attrition of the tibia! 
tuberosity rather suggest early neuropathic disease as a possibility, but 
the eyes react normally and the tendon-jerks are all normal. 


Acholuric Jaundice ; Splenectomy. 

By W. Essex Wynter, M.D., and Sir John Bland-Sutton, 

F.E.C.S. 

C. P., AGED 26, suffered with jaundice and anaemia all his life, with 
exacerbations at frequent intervals. His mother, maternal grandfather, 
an aunt and an uncle on the mother’s side were similarly affected. The 
yellowness of the skin apparently increased during the day, being more 
marked in the evening than in the morning. He had been worse 
during the past two years, losing strength and st. in weight. 
Physical examination disclosed no abnormality of the thoracic or 
abdominal viscera, except slight increase in the dullness over the spleen. 
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which could just be felt on deep inspiration. The urine was clear, of 
a deep red-brown, and had a specific gravity of 1025. There were 
no abnormal constituents, and both Gerhardt’s and the zinc chloride 
tests for pathological urobilin were negative. Haemolysis occurred in 
0‘45 per cent, saline solution, which is about normal. White cells 
(5,200) showed lymphocytes, 39’4 per cent.; polymorphonuclears, 
57’5 per cent.; eosinophiles, 2‘5 per cent. Temperature was 99° to 
100 ° F. before operation. 

The spleen was removed on July 17, 1914, several ligatures being 
applied close to the hilum, but the main artery left unmolested. There 
were no complications and the temperature became normal in the course 
of ten days. 

Wassermann’s reaction was reported positive before operation and 
negative after. Fourteen weeks later the reaction was considered 
doubtful. 

Patient left hospital on August 21. Bed cells were then 1,880,000 ; 
white cells, 13,000. Resistance of red cells was greater than normal. 
White cell count on July 28 showed lymphocytes, 24 per cent.; hyaline 
ceils, 2 per cent.; polymorphonuclears, 73 per cent.; and eosinophiles, 

I per cent. 

November 7 : Patient has put on 1^ st. during convalescence, and haa 
gained strength and been free from attacks of jaundice. Blood count: 
Haemoglobin, 80 per cent.; red corpuscles, 3,700,000 per cubic millimetre; 
leucocytes, 18,000 per cubic millimetre; neutrophile polymorphonuclears, 
51 per cent.; lymphocytes, 33 per cent. ; transitional and hyaline cells, 

II per cent. ; eosinophile polymorphonuclears, 4 per cent.; mast cells, 
1 per cent. Scanty normoblasts are present, also a considerable number 
of red corpuscles show nuclear fragments (Howell-Jolly bodies). Resist¬ 
ance of red corpuscles to hypotonic NaCl solution : A faint trace of lysis, 
0'45 per cent. NaCl; marked lysis, 0'3 per cent. NaCl. Two presumably 
normal bloods tested at the same time showed a trace of lysis with 
0’45 per cent. NaCl, and almost complete lysis with 0’4 per cent.; thus 
the patient’s red cells are of more than average resistance. Wassermann 
reaction suspicious, but could not be called positive. 

Dr. Alexander Morison mentioned two cases of acholuric jaundice 
which were under his care at the Great Northern Central Hospital. Both 
were females, aged respectively 14 and 9. They were members of a family of 
five children, in three of whom, as well as in the father, there was enlargement 
of the spleen. In the elder of his patients the spleen was much enlarged, and 
in the younger definitely, but less so. Both, moreover, had had rheumatic 
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fever and acquired mitral valvular disease. Their present red blood count 
verged on 3,000,000, but the elder, who had been under his care on a former 
occasion six years previously, had at that time a count of red cells below 
1,000,000. The condition of the younger was not urgent, but the elder had 
not improved during her present stay in hospital, and X-ray exposure had hacl 
no effect in reducing the size of the spleen. In view of the fact that she 
had improved since her former examination, and remembering that patients 
in such cases might live long, he inquired whether the benefit likely to 
be derived from splenectomy would justify that operation being undertaken 
notwithstanding her being the subject of mitral valvular disease. He did not 
himself consider that the presence of the cardiac condition contra-indicated 
operation if the procedure was calculated materially to improve the blood 
state. 


Splenic Anaemia ; Splenectomy. 

By W. Essex Wynter, M.D., and Sir John Bland-Sutton, 

RE.C.S. 

S. C., AGED 13, had been ailing for six weeks, suffering from 
lassitude and some enlarged glands. He was sent for treatment by the 
school doctor, and was thought at first to have Hodgkin’s disease, but 
improved under treatment as an out-patient. 

On admission on July 4 the boy was seen to be anaemic and thin, 
but made no definite complaint of pain or discomfort. The thoracic 
and abdominal viscera appeared normal apart from the spleen, which 
was much enlarged and extended in. below the left costal margin 
and inwards to the middle line. Small, firm glands could be detected 
in the neck, axillae, and groins. The thyroid was enlarged, especially 
the isthmus. Blood count; Bed cells, 4,200,000; white cells, 2,600; 
haemoglobin, 60 per cent. A differential count showed no disturbance 
of the ordinary proportion in white cells. Temperature, 99® F. Urine 
normal. 

Splenectomy was performed on July 11. There were firm adhesions, 
separation of which involved considerable bleeding and some injury to 
the diaphragm. A gauze drain was inserted but the wound healed 
readily, and stitches were removed on the eleventh day. The spleen 
was large and firm. For ten days after operation the temperature rose 
to 102° and 103° F., and thereafter gradually subsided. Movement of 
the diaphragm was arrested especially on the left side, and there was 
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collapse of the lower lobes of the lungs with bronchitis. This gradually 
cleared and the patient was convalescent by August 21. 

Blood count: Bed cells, 3,650,000; white, 21,000; polymorpho- 
nuclears, 48'5 per cent.; lymphocytes, 21 per cent.; eosinophiles, 6 per 
cent.; transitionals, 25'5 per cent. 

November 11, 1914.—Blood count: Bed cells, 4,800,000; white 
cells, 8,000; hsemoglobin, 62 per cent. 

Differential count: Polymorphonuclears, 36 per cent.; lymphocytes, 
33*5 per cent.; hyaline and transitionals, 26 per cent.; eosinophiles, 
4 per cent.; mast cells, 0'5 per cent. 


Myositis Ossificans (Juvenile Progressive Type). 

By G. Hely-Hutchinson Almond, M.B. 

G. H., AGED 7, was healthy as a baby. Adenoids were removed at 
the age of 3J, and an extensive operation for the removal of glands in 
the left side of the neck about a year later. Fifteen months ago (when 
aged 54) a swelling appeared on the anterior surface of her left ankle 
which rapidly subsided. Shortly afterwards her right hip began to get 
stiff, and next the left became so ; the stiffness was intermittent at first, 
but the joints have gradually become more fixed. She can now only 
walk about 100 yards, and tilts her pelvis up on either side with each 
step. Flexion of knees and thighs is limited. She is very thin and 
there is an almost complete absence of subcutaneous fat. The skin is 
thin and over the face and limbs it appears to be stretched and adherent 
to the subcutaneous structures, so that it cannot be pulled up in 
wrinkles, and together with the subjacent muscles it gives a feeling of 
toughness to the part. There is an irregular scar on the left side of the 
neck, the result of her operation and of subsequent ulcers and sinuses. 
There are several hard, enlarged cervical glands. Over the dorsum of 
the hands and wrists the skin is erythematous and rough. The muscles 
are badly developed and tough. There is a slight list of the spine to 
the left, with corresponding curves and raising of the right shoulder. 
The tibiae are bowed in a forward direction. There is an absence of 
microdactyly. There is a small patch of ossification close to the inser¬ 
tion of the biceps of the left arm, and a patch of hardness close to the 
origin of the biceps of the right. The ilio-tibial band on the left side 
is ossified from its origin to its insertion. The hamstrings of the left 
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thigh are ossified, the skiagram giving the appearance of a calcified shell 
enclosing the muscles. There is a lozenge-shaped patch of hardness 
in the outer belly of the left gastrocnemius. No definite patches of 
hardness or ossification can be actually detected in the muscles of the 
spine or trunk. 



Fig. 1. 

^Fyositis ossificans. Right thigh. 


The skiagrams were kindly taken for me by Dr. Bowker. 

The case demonstrates clearly that in this disorder ossification 
occurs not in the muscles themselves but in the fibrous and connective 
tissues. This is well shown in the involvement of the ilio-tibial band 
and in the commencing ossification of the insertion of the biceps, and 
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also in the fact that the shadows in the hamstrings point to a sheathing 
of the muscles rather than the ossification of the muscles themselves. 
The fact that the onset appeared shortly after an operation is suggestive 
of the possibility of an infective origin in this type of case. Collins, of 



Fio. 2. 


^lyositis ossificans. Left thigh. 

Sydenham,* published a case following the appearance of (?) glands in 
the neck, and Carpenter and Edmunds '* a case commencing after the 
removal of tonsils. 


' Collins, Lancet^ 190G, i, p. 135G. 

Carpenter and Edmunds, Bei), Soc. Study Din, in Child., 1902, ii, p. 96. 
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DISCUSSION. 

Dr. F. Parkes Weber said that, with Mr. A. Compton, he had written 
an account of a case of the disease in a younger (female) child, which would 
appear in the December number of the British Jourjial of Children's Diseases. 
He thought that the disease was not a true inflammatory’ one, but a progressive 
ossifying hyperplasia of the connective tissue and fasciae of the striped skeletal 
muscles. The tendency to this hyperplasia was congenital, but not hereditary, 
though the commencement of the disease might be delayed. Traumata, even 
slight traumata, played a great part as exciting causes of the exacerbations, 
and a great object in the treatment of suft’erers from the disease was, as far as 
possible, to withhold them from any likelihood of traumata. The microscopical 
appearances of the afifected parts, the relative absence of constitutional 
symptoms during the local exacerbations, and (finally) the peculiar deformity 
of the big toes (“ hallux valgus” with microdactyly) which was found present 
in many cases, all spoke against adopting any theory of infection to account 
for the disease. Everything pointed to the disease arising on a peculiar con¬ 
genitally predisposed soil. Fibrolysin injections had led to the local formation 
of bone at the site of the injections. The bony plates might develop at sites 
far removed from the periosteum—for instance, in the middle portion of the 
fascia covering the vastus externus muscle of the thigh. In ordinary “ localised 
traumatic myositis ossificans,” on the other hand, the ossification appeared 
to spread from the periosteal attachments of muscles and tendons (“rider’s 
bone,” (fee.), at the site of traumata, as if osteoblasts and osteoclasts had been 
set loose from the. periosteum as the result of the traumata. 

Mr. W. G. Spencer said that Mr. Hely-Hutchinson Almond’s case was 
a very interesting and exceptional one. It appeared to differ from the tyi^e 
of myositis ossificans, an early case of which was described by the late 
Dr. Simpson, of Lincoln, in which, along with digital deformities, there was 
ossification in the thoracic and spinal muscles. The digital deformities 
suggested that this type started as a congenital lesion. In traumatic myositis 
ossificans there was a periosteal injury, and ossification extended from the 
periosteum into the tendon. In the present case the clinical examination with 
X-ray pliotographs seemed to show tliat the principal change at the moment 
was a calcification of fascite and aponeuroses in tlie limbs. Mr. Spencer 
considered that the most likely explanation was that the disease was the 
result of septic infection. 
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Dermatitis Herpetiformis; Tubercular Glands in the Neck. 

By W. J. Midelton. 

C. S., GIRL, aged 9. Born healthy. In good health up to the age 
of 3, then suffered from scarlet fever. An eruption occurred after the 
original rash died away; not recognised at first, but later pronounced 
dermatitis herpetiformis by Dr. P. Abraham. Measles twice and per¬ 
tussis once subsequently. The dermatitis persisted. Twice admitted 
to West London Hospital. Free from the dermatitis from beginning 
of August to end of September, 1911; then had recurrence, which 
persisted. I commenced counter-irritation at the end of February, 
1912. At that time the pustules, blebs, and scabs were well marked, 
chiefly on inner aspect of upper third, of thighs and spreading on to 
the abdomen. Few spots elsewhere. Eecovered within three weeks. 
Occasional slight relapses of short duration since that time. 

About five years ago some tubercular glands in the neck were 
operated on and sinuses persisted for over two years. These eventually 
healed well, but one scar remained bluish-red and had whitish specks 
in it, suggesting lupus vulgaris. 

In May, 1913, she had a wound on the right wrist which became 
septic, but soon healed under treatment. In August, 1913, one or two 
glands in the neck enlarged and one small abscess formed. This was 
incised, and complete healing took place in a few months. Other glands 
became inflamed, but no definite abscess occurred. This fact is, in my 
opinion, significant as showing greatly increased resistance. 

No sign of the dermatitis for over eighteen months now. 


Dermatitis Herpetiformis ; Chronic Bronchial Catarrh. 

By W. J. Midelton. 

A. H., MALE, aged 9. Whooping-cough at the age of 10 months. 
Measles and broncho-pneumonia at the age of 2J years, “ weak on the 
chest ” ever since. Present illness began in February, 1912. Attended 
at the West London Hospital in May, 1912. Treatment by means of 
continuous counter-irritation commenced in August^ 1912; this has 
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been carried out once a week ever since. By the end of December the 
disease became much modified and blebs ceased to form. In April, 
1913, a few blebs formed but they soon cleared away. From time to 
time there is a mild outbreak if the patient has a bad cold, but the 
treatment seems to check the eruption and the boy’s general health 
has much improved. 

Severe Neuritis following Sepsis. 

By W. J. Midelton. 

C. K., AGED 42, gamekeeper. 

Family history: Nothing important. Father alive, aged 90, active. 
Occasional attacks of influenza. 

Previous history : While walking through some woods in the early 
part of 1913 he was pricked on the chin by a thorn. An abscess formed. 
Soon after numerous other abscesses formed on arms and trunk. He 
stated that “ some were as large as a goose’s egg,” and that “ scores 
were lanced by the local doctor.” Patient became very weak and 
mentally depressed, especially as, in addition to his physical suffering, 
he and his family endured privation and his wife became blind. He 
thinks a cow suffering from eczema must have scratched herself with 
the thorn that pricked him. 

Patient attended at St. Bartholomew’s Hospital in April, 1913, and 
was treated by means of staphylococcic vaccines up to a dose of 
.500,000,000. Abscesses ceased to form. In June the left arm became 
intensely painful and eventually became wasted, stiff, and useless. 
He was admitted to hospital and the arm was forcibly moved three 
separate times under anaesthesia. No improvement resulted. Con¬ 
tinuous counter-irritation was commenced in November, 1913. Multiple 
puncture and irritants. Applications made once a week on various 
parts of trunk and arms in turn. 

In April, 1914, distinct improvement was noticed. In June, 1914, 
patient returned to work with a useful arm. Often up all night 
watching pheasants. General health excellent, and spirits good. 

Treated in conjunction with Mr. K. C. Elmslie in the Orthopicdic 
Department of St. Bartholomew’s Hospital. 



Clinical Section 


13 


Polyarthritis and Severe Neuritis. 

By W. J. Midelton. 

J. Y., MALE, aged 48. 

Family history : Mother died at the age of 58, father at that of 73, 
of senile decay. 

Patient’s history: Typhoid at the age of 12. Influenza ten years 
ago, and four times since. Much weakened. Four years ago severe 
headaches, mostly on right side. A good deal of business worry since. 
A year ago pains occurred in arms, and headaches returned; pains 
also in legs, at times severe, lately very severe indeed. Joints of fingers 
swelled, also knee-joints to some extent. Some slight muscular wasting, 
especially of interossei. At times almost helpless. No drugs were of 
use in relieving the pain. Knee-jerks absent. 

Treatment by means of blisters and savin ointment commenced on 
May 8, 1913. A blister, 4 in. by 4 in., was applied over the upper 
dorsal vertebrae and left on twelve hours. This was then removed and 
a raw surface left. Savin ointment then applied on lint over the raw 
place, and left on twelve hours. By repeating this dressing regularly 
every twelve hours, a free, purulent discharge was maintained for .twelve 
days. Zinc ointment was then applied, and the raw surface healed 
rapidly and soundly within three days. After a few days a similar 
process was carried out in the dorso-lumbar region. The patient 
became free from pain and rapidly regained his health. He returned 
to work of a very strenuous nature at the end of July, 1913. This was 
a very striking recovery under the circumstances, which have been only 
partially described above. 


Epithelioma of Alveolar Process of Mandible ; Removal by 

Operation. 

By Sir Frederic Eve, F.ll.C.S. 

J. E. B., MALE, aged 63. Nine weeks ago a very extensive 
epithelioma, originating in the posterior part of the alveolus of the 
left side of the mandible, was removed by excising the lower jaw from 
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the bases of the coronoid process and the condyle to the left side of the 
symphysis. The gap was filled in by two phosphor-bronze wires. The 
posterior ends of the wires were only inserted into holes bored in the 
jaw, while the anterior ends were twisted. This was to allow of their 
removal. The upper wire has been removed ; the lower is buried. 



Skiagram of a case in which the left side of the mandible was removed for 
an epithelioma. Two phosphor-bronze wires are seen ; the distal ends are twisted 
in the symphysis, and the proximal ends are inserted in the bases of the coronoid 
process and the condyle. 


The patient has been able to open his mouth freely since the operation 
and there is no displacement. The speaker mentioned one case operated 
on by him many years ago, in which the wires became completely buried 
in dense fibrous tissue. 
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Hemi-obesily in an otherwise Healthy Girl, aged 12 Months, 
By H. Batty Shaw, M.D. 

The child was apparently quite normal at birth. At the age of 
3 months the mother noticed that the left arm and leg were much 



Fiq. 1. 


Case of hemi-obesity (seen from front). 

thicker than the right ones. As the child grew this condition became 
more obvious, so that now the circumference of the left forearm is 1 in. 
greater than the right; that of the upper part of the left thigh 1J in. 
greater than the right, and the circumference of the left leg is J in. 
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greater than that of the opposite one. The child is the second of 
the parents’ children, was full-time at birth and was nursed till 10 
months of age. The elder child is now aged 7, and in infancy was 
quite normal. The father is a very stout man, the mother rather 



Fig. 2. 

Case of hemi-obesity (seen from back). 


slender. There is no other example of such an anomaly in the family 
as is presented by this case. 

The child is very vivacious and good-tempered. The enlargement 
of the left limbs is apparently due simply to increase of the subcu¬ 
taneous fat which is noticeable on pinching up the skin; there is no 
alteration in length of the limbs nor does the change seem to involve 
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the deeper structures. The increase of the subcutaneous fat is also 
present over the left half of the chest and abdomen back and front. 
There is a slight increase of the fat of the left side of the face, includ¬ 
ing the ear; the left half of the tongue and left labium majus are 
normal. Wherever present, the increase of fat is uniform, there is no 
tendency of the fat increase to be localised as in lipomata {see figs. 1 
and 2). 

A similar case has been described and figured by Dr. Kobert Hutchison 
as one of “ false ” hemi-hypertrophy in the British Journal of Children's 
Diseases, June, 1904.* At the post-mortem of his case, which died of 
pneumonia and empyema, the enlargement was shown to be due to 
increase of subcutaneous fat only, but the left kidney, left suprarenal 
and left testicle were heavier than the opposite organs, and the left 
lobe of the thymus was decidedly larger than the right. It is im¬ 
possible to say in the present case whether these organs are similarly 
affected. 

Dr. F. Parkes Weber thought that in most true cases of hemi-hyper- 
trophy there was increased length, as well as increased breadth, of the affected 
limhs. Cases like those of Dr. Batty Shaw and the one described by Dr. 
E. Hutchison, in which the affected limbs were not at all longer than the 
unaffected limbs, ought to be sharply distinguished. 


Case of Retroperitoneal Prolapse of the Spleen into the 

Left Loin. 

By W. G. Spencer, M.S. 

The spleen has its origin in the retroperitoneal tissue, but it 
subsequently develops a complete covering of the peritoneum. A 
displacement from its position is then attended by an elongation of 
the pedicle and the organ has been often found floating, or fixed by 
secondary intraperitoneal adhesions, either in the iliac region or in the 
pelvis. No part of the main spleen remains behind the peritoneum, 
although accessory spleens or splenculi may be retroperitoneal. The 
following exception to the rule has recently come under my notice:— 

F. W., aged 32, married, but never pregnant, menstruation regular, 
no previous illness nor injury, was admitted to the Westminster 


Brit. Journ, Child. Dis., 1904, i, p. 268. 
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Hospital on March 2, 1914, complaining of pain in the left loin and of 
a lump in the same region, which, as she said, “ comes and goes.” In 
November, 1913, she was suddenly seized with a severe contracting pain 
and felt a swelling in the left lumbar region. The pain continued in 
the left loin for twenty-four hours and spread round to the back. She 
vomited repeatedly, the vomiting occurring with effort and an increase 
of pain. The vomit consisted of mucus containing black specks, but 
she did not recognise any blood. The urine during this period was 
diminished in quantity and was dark in colour, but there was no 
pain on micturition. After twenty-four hours the pain ceased and she 
could no longer feel the lump. Since the first, she has had eight 
similar attacks: all she could say about them was that they occurred 
when she was upset.” She had lost much in weight and become 
thin and pale, although her digestion was good between attacks. 

On examination, the skin over the left half of the abdomen was seen 
to be discoloured, as the result of scalds by hot-water bottles applied 
to relieve pain during the attacks. There was deep tenderness to 
palpation in the left lumbar region, which was occupied by an elastic 
swelling with a rounded outline; it was dull on percussion and lay 
behind the descending colon. Nothing else was discovered in the 
abdomen, but the normal splenic dullness was not particularly noted. 
The urine was normal. On X-ray examination an opacity was seen to 
occupy the left loin, which terminated below in a round outline, and 
this was recognised to be the lower pole of the kidney, whilst the 
opacity above was taken to be the upper part of the kidney distended 
by hydronephrosis. 

On March 3, the patient having been placed on the right side, lying 
across a sandbag, I made an incision vertically downwards along the 
outer border of the erector spinae, and the incision was continued 
horizontally forwards above the crest of the ilium. The incision 
included the lumbo-costal ligament, and then the elastic swelling could 
be felt filling the loin but enclosed in dense inflammatory tissue. I 
supposed that I was dividing a very much thickened perirenal capsule in 
order to expose a hydronephrotic kidney, when I found that I had tom 
widely into the pulp of a vascular spleen. It was then necessary to 
check haemorrhage by sponge pressure and to pass the hand up in 
order to grasp the splenic pedicle. The convex aspect of the spleen 
including the notch was intimately united with the retroperitoneal 
tissues of the loin, which had to be cut round until the spleen could be 
brought out of the wound. Then the pedicle came into view' and I 
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recognised, close by, the tail of the pancreas, the great curvature of the 
stomach and the splenic flexure of the colon, all apparently normal. 
Next the splenic pedicle was securely ligatured and the spleen cut away. 
It must have been about three times the normal size before blood 
had escaped, for after removal it was found more then twice the size 
of the normal spleen; otherwise the spleen was unaltered. It was 
only after removal of the spleen that I could find the left kidney lying 
between the crest of the ilium and brim of the pelvis. The kidney 
appeared quite normal, its pelvis was in no way dilated, and it was 
fixed up in position in the loin. The patient recovered without any 
disturbance; no change was detected in the blood, and she was 
discharged thirty days after the operation. 

This appears to be a case of prolapse of the spleen in which some 
exceptional variation in the region of the peritoneum must have 
occurred causing the spleen to remain retroperitoneal. It cannot be 
said that it was pulled down by the kidney, rather the reverse, the 
kidney had been pushed down; for whilst isolating and removing the 
spleen the kidney was not seen, so there could have been^. no connecting 
band. , > 

The position in which the patient was placed on the right side 
across a sandbag undoubtedly made the spleen bulge towards the 
lumbar wound, but the spleen occupied the lumbar region beforehand, 
as shown both by palpation and by X-ray examination. 

As for a more conservative procedure, such as the fixation of the 
spleen in position, in this case the spleen was enlarged and filled the 
loip, so that the kidney could not be found until the spleen was 
removed out of the way. Moreover, the spleen could not be freed 
from its abnormal position without tearing into the friable pulp. 

Ehrich^ recorded two cases in which the spleen was found behind 
the peritoneum of the left hypochondriac and lumbar regions. One case 
was under Professor Hildebrand and the other under Professor Muller, 
of Rostock. Both instances were in women with the left kidney hydro- 
nephrotic and the spleen was found included in a dense capsule common 
to it and the kidney. 

As bearing upon this exceptional case, I may quote a paragraph 
from Dr. Suckling’s treatise on movable kidney :* “In many cases 

• Ehrich, “ Ueber rotroperitoneale Lage des Milz zugleich ein Beitrag zu Splenopexie,’’ 
BeitrOge zur klinische Chirurgie, Tubingen, 1904, xli, p. 446. 

2 Suckling, Ci W., ** Movable Kidney,’* Birmingham, 1909, p. 55. 
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where the left kidney is movable, the lower border of the spleen can 
be distinctly felt and the organ is somewhat tender. Normally the 
kidney helps to keep the spleen in place; when it drops the spleen 
drops too. It is important to remember this, or a diagnosis of splenic 
disease might be made. The prolapse of the spleen is an important 
sign of a loose left kidney, even although the kidney cannot be 
palpated.” 
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Sir Fkederic Eve, F.E.C.S., Vice-President of the Section, 

in the Chair. 


Case of Precordial Thoracostomy for Heart Disease. 

By Alexander Morison, M.D. 

P. W., MALE, aged 16, cabinet maker’s apprentice, was stated to have 
been in good health and capable of athletic exercise until Christmas, 
1913. He had played football weekly from October till December 25. 
After the last date he became breathless and had severe palpitation. 
No history of rheumatism or scarlet fever. He was admitted to Great 
Northern Central Hospital on February 9, 1914, with tachycardia, 
irregular action of the heart, breathlessness, and mitral systolic bruit. 
The area of cardiac dullness was much increased ; powerful heaving of 
left ribs and cartilages from the fourth to the sixth and movement of the 
sternum. He was rendered comfortable by rest and taking tincture of 
digitalis, but without any diminution of thoracic movement. Patient 
was discharged on April 28, 1914, feeling comfortable. 

He was told to return if again distressed, for precordial thoracostomy. 
He did so on May 11, 1914, when again admitted. The operation was 
performed by Mr. Mower White on June 8, when 4^ in. and 5J in. of 
the fifth and sixth ribs and cartilages respectively were removed, with 
much diminished movement of the thoracic cage. No costo-pericardial 
adhesions. Since comfortable, but still requiring tincture of digitalis. 

JA —2 
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He was advised to abandon previous occupation for a more sedentary 
calling, and is now a cashier in the City. Object of operation: Relieving 
enlarged heart of the labour of raising the chest wall. 


Case of Achalasia of the Cardia (so-called Cardio-spasm). 

By Arthur F. Hertz, M.D. 

C. M., FEMALE, aged 36, developed mitral stenosis as a result of 
acute rheumatism fifteen years ago. She has complained for ten years 
of pain under the lower part of the sternum and a choking sensation 
under the upper part whenever she eats. She has always had an 
impression that her food had difficulty in getting into her stomach. 
About two years ago she fell from a ladder and hit her chest; since 
then she has constantly vomited part of the food she has eaten at every 
meal, which comes up quite undigested, but mixed with a considerable 
amount of mucous saliva. During the night she frequently awoke owing 
to regurgitation of her evening meal through her nose; the food was 
now sour, especially if several hours had elapsed since the meal, in con¬ 
trast to the food brought up during meals, which was never sour. The 
condition became steadily worse until nine weeks ago, when she ceased 
to be able to keep down any solid food at all. During the three 
days before I first saw her, six weeks ago, no food had been retained 
at all. 

An X-ray examination showed that the whole oesophagus was dilated, 
the obstruction being at the cardiac orifice of the stomach (fig. 1). 
There was violent peristalsis in the oesophagus, but the food only 
trickled with extreme slowness into the stomach. 

The condition was diagnosed as achalasia of the cardia, and a 
mercury tube was passed (fig. 2). This met with no obstruction at the 
cardia, and the patient has since been able to retain her food, unless 
it is insufficiently masticated, by passing the tube immediately before 
each meal. 

The term “ achalasia ” (a, not; I relax) was coined for me 

by Sir Cooper Perry to replace the term “ spasm,” which is incorrect 
for the following reasons :— 
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Fig. 1. 


Skiagram by Dr. Lindsay Locke, showing dilated oesophagus filled with 

opaque meal. 
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Skiagram by Dr. Lindsay Locke, taken directly after fig, 1, showing mercury 
tube passing through cardia into the stomach. 


i'l' 
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(1) Hypertrophy of the cardiac sphincter is never observed after 
death, even if the obstruction has lasted for twenty or more years, 
although long-continued spasm would necessarily lead to hypertrophy. 

(2) The mercury tube passes without any sense of obstruction 
through the cardia, which would be impossible if a spasm were present. 

(3) The mercury tube can be withdrawn without any difficulty, 
whereas it would be grasped by the sphincter were cardio-spasm really 
present. 

I believe that the condition is due to the absence of the normal 
relaxation of the cardia, which should occur when each peristaltic wave 
reaches it.^ Similarly, many cases of so-called pylorospasm are due to 
pyloric achalasia, and ileo-caecal achalasia is the most frequent cause of 
ileal stasis. 


' A somewhat similar explanation was suggested by Dr. H. D. Rolleston in 1896 (vide 
Trans. Path. Soc., 1896, xlvii, p. 37). 
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Gastric Ulcer ; Spontaneous Gastro-jejunostomy ; Perforation 
of Gastro-jejunal Ulcer; Operation ; Recovery, 

By Arthur F. Hertz, M.D., and C. H. Fagge, M.S. 

Mbs. S., aged 28, had suffered from indigestion for six years. Pain 
occurred from half to one hour after meals; vomiting, which had been 
particularly frequent during 'the last few months, relieved the pain. In 
1910 she had a severe attack of hsematemesis, after which she was kept 
in bed for some weeks, but the pain did not disappear completely. In 
1913 she was again treated for gastric ulceration for eight weeks but 
with only partial relief. At the end of May, 1914, she was admitted 
into another hospital, where she remained for four weeks without any 
great improvement occurring. Up to this time no operation had been 
performed upon her. 

At 1 a.m. on May 30, 1914, she was suddenly seized with a very 
violent pain in the epigastrium; there was no vomiting. She was 
admitted into Guy’s Hospital, where she was at once seen by Dr. G. H. 
Hunt, who diagnosed perforation of a gastric ulcer. At 6 a.m. Mr. 
C. H. Fagge opened her abdomen by a right paramedian incision above 
the umbilicus; fluid escaped from the abdomen as soon as the peritoneum 
was opened. The most proximal loop of the jejunum was found to be 
adherent to the anterior surface of the stomach near the greater curva¬ 
ture for about 3 in., a small leakage from the stomach being found at 
one point anteriorly and to the right of the circumference of the 
adherent area. Thinking this was the ordinary condition of gastric 
perforation, in which other viscera become adherent in a natural effort 
at preventing diffuse peritonitis, an effort was made to separate the 
adherent intestine from the stomach, but this hypothesis was soon 
proved wrong, for the adhesions which peripherally were easily 
separated were found so firm towards the centre as clearly to be 
of more than a few hours’ standing. On holding the stomach and 
jejunum between finger and thumb an opening with a thickened border 
could be felt between them. It was clear that the proximal loop 
of the jejunum passing up anteriorly to a very short, scanty omentum 
and transverse colon had become adherent to an old gastric ulcer; this 
latter had primarily perforated into the jejunum, producing an anterior 



Clinical Section 


27 


gastro-jejunostomy, the gastric ulcer thus becoming converted into a 
gastro-jejunal ulcer, which had secondarily perforated into the general 
peritoneal cavity. The perforation was covered over by increasing the 
area of adhesion of stomach to jejunum with two rows of catgut sutures; 
the omentum was sutured around this area so as to cover the whole 
ulcerated patch; the peritoneal cavity was drained s'uprapubically. 
The patient made an uneventful recovery, but for three weeks occult 
blood was still present in the faeces. 

Since the patient left the hospital she has been perfectly well, not 
having had the slightest return of pain or sickness. When she was 



Gastric ulcer ; spontaneous gastro-jejunostomy. 


aged 20 she weighed 11 st., but before the operation her weight had 
fallen to just over 7 st. She now weighs 10 st. 12 lb. An X-ray 
examination on November 10, 1914, showed that the stomach is small 
and empties itself with extreme rapidity through the stoma, only a 
very small quantity of the food reaching the pyloric vestibule, and 
passing from this into the duodenum {see figure). The stomach was 
empty about twenty minutes after a barium meal, although normally 
at least three hours are required for the evacuation to take place. 

Although in various accounts of gastric ulcer the possibility of 
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a gastro-jejunal fistula is mentioned, we have not been able to find a 
record of any definite case, and the Museum of the Boyal College of 
Surgeons contains no specimen. 


Mr. Kellock remarked on the curious pathological condition found at the 
operation—the jejunum adherent to the anterior wall of the stomach, for it 
would seem that some agency must have been at work to bring the jejimum 
forward round the transverse colon and through the great omentum, or else 
through both layers of transverse mesocolon; in fact, some pathological 
process must have brought the jejunum along the same path as one leads 
it when doing a gastro-jejunostomy. 
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February 12, 1916. 

Mr. Chabteks J. Symonds, M.S., President of the Section, in the Chair. 


Splenomegaly with Anaemia and Haemorrhages. 

By James Galloway, M.D. 

J. N., AGED 8J, was observed by his mother to have a little swelling 
of the abdomen eighteen, months ago. This enlargement of the abdo¬ 
men has continued and has increased. He is said to have had an 
attack of jaundice about fifteen months dgo ; his complexion is said to 
have become paler, and a year ago a severe epistaxis occurred. Since 
that date there has been an eruption of small purpuric spots, and an 
attack of hsematemesis a few days before he was admitted to Charing 
Cross Hospital in November, 1914. Since that date he has been under 
constant observation. At first his condition became worse, and there 
was another attack of hsematemesis with copious melsena. The lad is 
pallid; has a slight degree of protrusion of the abdomen; the spleen is 
markedly enlarged, reaching the umbilicus ; the lower edge of the liver 
can be felt below the costal margin, and this organ probably extends 
higher in the abdomen than is normal, probably it is enlarged. The 
blood has been frequently examined and the following reports are 
characteristic:— 

December 18, 1914 : Blood count—rouleaux and fibrin formation 
fair ; red blood corpuscles, 2,900,000 per cubic millimetre; heemoglobin, 
30 per cent.; colour index, 0'5 ; white blood cells, 840 per cubic milli¬ 
metre ; polymorphonuclear leucocytes, 57‘5 per cent.; small lympho¬ 
cytes, 35 per cent.; large lymphocytes, 1’5 per cent.; eosinophiles, 
1*6 per cent.; basophiles, 1 per cent.; large hyaline, 3*5 per cent. 

January 12, 1915: Blood count—rouleaux formation poor, fibrin 
formation good ; red blood corpuscles, 2,630,000 per cubic millimetre ; 
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hsemoglobin, 30 per cent.; colour index, 0’5 ; white blood cells, 860 per 
cubic millimetre; polymorphonuclear leucocytes, 55 per cent.; small 
lymphocytes, 35'5 per cent.; large lymphocytes, 5 per cent.; eosinophiles, 
1'5 per cent.; large hyaline, 3 per cent.; slight poikilocytosis. 

The fragility of the red blood cells was estimated on December 21 
and was normal. There is no history nor indication of syphilis, and the 
Wassermann reaction is negative. 

The family history : The father and mother appear to be healthy. 
There are three sisters and one brother who are in good health. An 
uncle on the father’s side had hsematemesis associated wnth a swollen 
abdomen, but has now recovered his health. An uncle on the mother’s 
side has been treated for hsematemesis and ascites. 

The question of removal of the spleen arises in this case and has 
been carefully considered ; the chief contra-indication to operation was 
the slight enlargement of the liver, possibly due to cinrhosis of that 
organ, and the slight indication of ascites which seemed to be present. 


DISCUSSION. 

Dr. DI-; Havilland Hall, on- being called upon by tbe President, stated 
that bis experience of the removal of the spleen for splenic ansemia was limited 
to one case. The operation, which was performed by Mr. W. G. Spencer, was 
quite satisfactory. 

Dr. D.WID Fohsyth suggested that, in view of the patient’s condition 
being not incompatible with a familial type of splenic enlargement, the parents 
and other members of the family should be physically examined. If, for 
example, it could be shown that a parent’s spleen had been enlarged from 
cliildhood, this fact would be a counter-indication for operating on the patient. 


Mediastinal Teratoma. 

By H. ]\IoRRisTON Davies, M.C. 

F. W., AGED ‘21, was admitted in March, 1913. Six weeks pre¬ 
viously he had noticed a swelling over the upper part of the left chest, 
which increased rapidly in size, and became red and painful. He was 
admitted to the Lewisham Infirmary with a temperature of 104’8° F. 
The swelling was incised through the third space and pus escaped. It 
was noticed that the pus was of a peculiar consistency. A few’ days 
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later, as there was no improvement in the patient’s condition, another 
opening was made in the anterior axillary line, portions of the fourth rib 
being excised. The general condition became worse, and there was 
expectoration of large quantities of offensive sputum. Some hairs were 
found in the discharge from the wound, and the condition was recognised 
as an infected dermoid. On March 22 he was transferred to my cai'e. 
He was extremely emaciated, and in a condition of profound toxaemia. 
His temperature fluctuated between 102® F. and 104° F. The skin around 
the opening was excoriated, and there was slight bulging of the sur¬ 
rounding chest wall. There was a copious discharge of pus, sebaceous 
material, and occasionally hairs. The heart was displaced to the right, 
and there was cough and offensive expectoration. On March 25, under 
local anaesthesia, the third left costal cartilage was removed, and the 
finger-like processes of the teratoma could be seen. A cavity was found 
extending inwards to the right of the sternum, outwards to the anterior 
axillary line, downwards to the fourth space, and upwards to under the 
first cartilages on both sides. A week later, as drainage was inadequate, 
portions of the third and fourth left ribs were removed under open 
ether. The patient suffered very greatly from shock, but improved 
slightly during the succeeding weeks. On May 29 the left second 
costal cartilage was removed, the second and third right costal cartilages 
were divided, and the upper part of the body of the sternum was excised. 
On June 26 the teratoma was partially separated from the pericardium, 
and on August 28 further detachments were divided so as to give better 
drainage. These operations were done under chloroform anaesthesia, 
and were followed by great shock. By September 17 the patient was 
much better, and cough and expectoration had ceased. Between 
November 14 and January 19, 1914, the projecting portions of the 
teratoma were on five occasions excised under gas and oxygen. On 
June 16 I began to separate the main mass of the teratoma from its 
attachments to the pericardium, aorta, and surrounding structures; it 
required five operations under gas and oxygen before the mass was 
excised. This part of the growth measured 13 cm. by 8 cm. by 7‘2 cm., 
half of which I show here to-night. It contains, in addition to stratified 
epithelium, hairs, sebaceous matter, mucous follicles, cartilage and bone, 
cysts containing mucus, and lined by ciliated columnar epithelium. 
A further portion of the epithelium was treated in the same way and 
excised on November 9 ; this measured 7 cm. by 5 cm. by 4 cm. There 
is at the present time, as far as I can make out, very little of the tera¬ 
toma left. The granulations over the pericardium and other structures 
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are becoming rapidly covered with epithelium, and the cavity from 
which the teratoma was removed has become to a great extent 
obliterated, partly by the mediastinum and partly by the expansion 
of the long. 


Bronchiectasis treated by Ligature of Branch of 
Pulmonary Artery. 

By H. Morriston Davies, M.C. 

E. B., AGED 17, was admitted in May, 1913. Seven years ago he 
had a severe attack of bronchitis, from which he “ never properly re¬ 
covered.” During the previous year his cough was much worse and 
he expectorated large quantities of offensive sputum. Physical signs 
consisted of dullness and weak breath sounds over the right base, and 
coarse rftles. The sputum contained many different forms of organisms, 
including streptothrices. 

The lung was completely displaced by nitrogen, and, four days later 
(June 9), the right side of the chest was opened through the fourth 
intercostal space, and portions of the fourth and fifth ribs removed. 
The branch of the pulmonary artery going to the lower lobe was then 
tied at the root of the lobe. The patient was anaesthetised by infusion 
ether and the lung was kept partially expanded by my hyperatmospheric 
apparatus. As soon as the chest was opened the vagus was injected 
immediately above the hilum of the lung with 2 per cent, novocaine. 
The patient experienced practically no shock after the operation. The 
temperature rose on the third day, and 24 oz. of clear fluid were aspirated 
from the right side of the chest. On June 18 the temperature was still 
up, and turbid fluid, which contained streptococci, ,was now found in the 
pleural cavity. This was drained through an opening in the incision. 
Three days later, as the discharge and sputum were offensive, a 
counter-opening was made behind through the ninth rib under local 
anaesthesia. 

From this time recovery was uneventful. By August 1 the sputum 
was reduced to about i dr. only per diem, and a small sinus was present, 
and on August 15 he was discharged to the Schiff Home. 

The patient has now been working as an hotel porter for many 
months. He tells me that he feels perfectly w'ell and only occasionally 
coughs (two or three times a week). 
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The skiagram taken at the beginning of last year shows a shadow 
at the base of the long, but in the one taken this year this shadow has 
greatly diminished, and the diaphragm is now visible for the first time 
since he came under my care. 

DISCUSSION. 

The President (Mr. C. J. Symonds, M.S.) asked whether the closure of 
the cavities might be due in part, if not altogether, to the cicatrisation after 
the local suppuration in the pleura. 

Dr. DE Havilland Hall congratulated Mr. Morriston Davies on the 
success of his operation. He asked whether the introduction of nitrogen into 
the pleural cavity and consequent collapse of the lung, as in cases of tuber¬ 
culosis, would not also be useful in cases of bronchiectasis. He wondered how 
much of the benefit of the operation was due to the ligature of a branch of the 
pulmonary artery, and how much was due to the collapse of the lung. 

Mr. Morriston Davies, in reply, stated that nitrogen displacement had 
been tried repeatedly as a method of treatment of bronchiectasis, but had been 
found to be beneficial only so long as complete collapse of the lung was main¬ 
tained. It was of great value, however, as a preliminary to ligature of a branch 
of the pulmonary artery, or to the operation of rib mobilisation, as it led to an 
improvement in the patient’s general condition by abolishing the retention of 
the secretions in the bronchi and the consequent toxaemia. He did not think 
that thickening of the pleura or cicatrisation of the surrounding structures 
accounted for the marked improvement in this case, as there was no evidence 
of such change in the skiagram. 

Bronchiectasis treated by Rib Mobilisation (Wilm’s). 

By H. Morriston Davies, M.C. 

N. N., AGED 15, deaf and dumb, was admitted in September, 1913, 
with extensive bronchiectasis involving the whole of the right side. 
Over the left base the percussion note was impaired ; the breath sounds 
were harsh; expiration was prolonged and there were moist sounds. 
Nitrogen displacement was tried, but failed, owing to adhesions. 

On September 16 the first stage of the operation was done, portions 
of the first nine ribs being removed through a posterior incision. Ten 
days later the second stage was done, the first to the seventh costal 
cartilages, including the costal margin, being cut away. There was 
slight shock after each operation. 
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The patient’s general condition is now greatly improved. The cough 
and sputum are greatly diminished, and the latter is no longer offensive. 
The patient, who previously was often drowsy and apathetic, is now 
a bright girl and able to go out to work for the whole of each day. 

The President contrasted the greater advantage of this method of reduc¬ 
ing the size of the chest cavity over the ordinary method of Estlander. He 
mentioned having carried out this latter method on several occasions, and 
always found it necessary to remove the periosteum. He asked whether the 
periosteum was removed by Mr. Morriston Davies. (The answer was in the 
negative.) 


Osteitis Fibrosa Cystica. 

By H. Morriston Davies, M.C. 

M. S., AGED 14, fell on her left hip eighteen months ago. Pain was 
slight and passed off in the course of the day. In March, 1914, she 
again fell on her hip, and since then she has had occasional slight pain 
and has limped continuously. She was seen in April, and a skiagram 
then taken showed a condition of affairs very similar to that which can 
be seen in the one taken this month. 

There is at present very slight limitation of flexion, more of extension, 
some limitation of abduction and adduction, marked limitation of internal 
rotation, but none of external rotation. The range of movement in this 
direction is, however, not increased. There is shortening of the limb, 
and the great trochanter is raised above Nelaton’s line to an extent 
practically corresponding with the shortening. The enlargement of the 
upper end of the shaft and of the neck of the femur can be felt. The 
skiagram shows curvature and enlargement of the upper end of the 
shaft and of the neck of the femur ; the bone is expanded and the cystic 
condition and septa are easily seen. The epiphysis of the great 
trochanter is unaffected. The only alteration since April is a slight 
increase in expansion of the outer aspect of the bone. 
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A Case of “ Fibrocystic Disease ” of the Femur. 

By Stanley Boyd, F.R.C.S. 

C. F., AGED 8, was admitted to Charing Cross Hospital in November, 
1914, for pain in and swelling of the upper part of the right thigh. 
The mother stated that the child had been ailing and getting thin 
“ for some time.” For a fortnight she had been under treatment, and 
the doctor at first thought she was going to have a fever. After a week 
the child complained of pain in the left thigh, causing the mother to 
wrap it in flannel. About a week later, being better, the mother let 
her go out. She was knocked down by boys playing, and said she fell 
on her back, her legs going up. She cried so much that the mother 
took her to the doctor, who sent her to Charing Cross Hospital for an 
X-ray photograph. This was early in November. She was admitted 
sixteen days later, not having been kept in bed, but the mother thought 
her leg was getting “ drawn up ” (she probably walked on the toes), and 
tried to get the child’s admission hastened. 

The first skiagram showed swelling of the upper fourth of the shaft 
of the femur, thinning of the compact tissue in this region, especially 
on the outer side; a large central translucent area extending up to the 
base of the neck; a transverse fissure extending inwards half-way 
through the femur, starting 1| in. below the trochanteric epiphysis. 
There was no evidence of external callus about this fissure. Thickening 
of the bone could be felt, nothing else abnormal. 

Dr. Ironside Bruce’s X-ray diagnosis was “ central growth or inflam¬ 
mation, (?) tubercular.” Both are very rare. Temperature was normal. 

Operation ; Incision on the antero-external aspect of swelling revealed 
a low bony prominence ; the only place where a definite edge had been 
previously felt. The hony cap was removed. A sharp spoon removed 
at first only very soft red marrow and soft bony lamellae. But ulti¬ 
mately a small mass of purplish-grey tissue was brought up from below 
the opening in the hone, possibly from the neighbourhood of the fissure. 
It was well outlined, and looked to me like the edge of a sarcoma. No 
fluid escaped. 

Microscopy : Dr. Topley had to decalcify before he could get a 
section. He reported that the tissue was not sarcomatous but ossifying 
connective tissue. Dr. Dudgeon was kind enough to confirm this. 
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After-course: The child was kept in bed. A monthly skiagram 
showed rapid thickening of compact tissue of shaft and diminution of 
translucency. The child has now been up for a week, running about 
naturally. 

The patient was the tenth and last child of the family. She was 
“nursed,” like all the others. Before the above-described illness she 
had suffered only from measles. A Wassermann reaction was negative. 
Six of the ten children are living and healthy. The second and fifth 
were born dead after instrumental confinements ; the thii'd died at the 
age of 14 months from “ teething and convulsions ” ; the fourth died at 
the age of 19 of “ pneumonia which turned to consumption.” No child 
showed signs of congenital syphilis so far as could be gathered. The 
mother stated that she and her husband had had no illnesses of any 
severity. 

Though no cysts were present this case is probably of the same 
kind as that which Mr. Morriston Davies is showing under the name 



Diagram of section of femur and tibia, showing areas occupied by “ fibrocystic disease ” (?). 
The shading in the femoral area represents deposit of lime s^ts. 


“Osteitis fibrosa cystica.” In their absence the diagnosis may be 
difficult, as the narration of my case shows, and I am much indebted to 
Dr. Topley and Dr. Dudgeon for their help in the matter. Many years, 
ago I had a case in which I had no such help, and in which, as I now 
believe, I committed a grave error. A healthy-looking boy, aged 13, 
came to me in January, 1907, complaining of swelling of the right thigh 
which had begun (i.e., been noticed) on Christmas Eve, but he had had 
occasional pain in thigh previously. No cause was known. He had 
had “ rheumatism ” three and a half years previously, was in bed a 
week, and had walked peculiarly since. His parents, brothers, and 
sisters were all well. I went into the question of syphilis with the 
father, who denied the possibility of it. The boy showed no signs of 
congenital syphilis. The enlargement of the right thigh in its upper 
half was sufficient to show in a photograph. The soft parts were 
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normal; the femur was thickened and seemed bowed forwards and 
outwards, where a “boss” could be felt. Muscles somewhat wasted. 
The right tibia also was 1 in. longer than the left, wider, and somewhat 
irregular in outline. I cut down on the “ boss ” on the femur, removed 
a thin cap of bone and exposed rather firm pale pink tissue, which, to 
the naked eye and under the microscope, seemed to be a fibrosarcoma. 
I amputated through the hip-joint and the disease did not recur. 

A longitudinal section of each bone showed an outlined patch 
of pale pinkish-white tissue, firm, calcified over a considerable area 
in the femur but not in the tibia, surrounded by thinned, compact 
tissue which had yielded on the front of the femur in the form of a 
“ boss,” but bone covered the new tissue everywhere. The periosteum 
stripped easily. The surface of the tibia where bulging was purplish. 
The tendency of the femur to bend was resisted by hypertrophy of the 
linea aspera. 

I always had a suspicion that whatever the nature of this change 
may be, it was not sarcomatous. I now think that this case will find 
its place among those which we are discussing this evening. Curetting, 
where applicable, seems to lead to a cure, but it would be worth while 
trying the effect of radium or X-rays upon these young cells. 

DISCUSSION. 

Dr. Hamill compared the skiagrams of the cases shown with those of a 
patient under his care (pp. 38-39). His patient, a boy, aged 15, had sustained 
fractures on nine occasions, the first in 1911 and the last in May, 1914. On the 
last occasion he fractured the humerus, radius, and ulna of both arms. Several 
of the fractures had been caused by very slight force, and one of the right 
humerus in December, 1913, was the result of a slight exertion. Skiagrams 
showed the existence of fibrocystic disease in all the long bones and in two 
metacarpals. The humeri were most extensively affected, but the right femur 
was as yet but little diseased. The fractures gave rise to relatively little pain 
and the bones united readily. Apart from the affection of the bones, the 
patient was otherwise normal and there did not appear to be any evidence of 
disordered internal secretions. In a patient in whom a bone was but little 
affected, he w^ould advise opening the bone and curetting the cavity, so as to 
remove all the diseased portions, but in his case such a procedure could not 
w^ell be carried out. 

The President showed a skiagram of the upper end of the femur, 
exhibiting a spontaneous fracture of the great trochanter and shaft with the 
appearances presented by the ordinary extra-capsular impacted fracture; the 
bone show^ed a loss of compact tissue. It was thought at first to be a growtli. 




Fig. 1. Fig. 2. 

llamill: Case of fibrocystic disease. 

Fig. 1.—Right humerus, lateral view. (This skiagram, together with those illustrated in 
figs. 2, 3, and 4, was taken in July, l‘J14.) The bone was fractured in April, 1912, December, 
1913, and May 27,1914. The whole shaft, with the exception of the upper inch, is extensively 
affected by the disease. The sites of the fractures arc readily recognisable. 

Fig. 2.—Left humerus, lateral view. Fractures occurred in October, 1911, July, 1918, 
April 2G and ^lay 27, 1914. 





Fig. 3. Fio. 4. 

Hamill: Case of fibrocystic disease. 

Fig. 3.—Right tibia and fibula, lateral view. The disease is not so extensive as in the case 
of the humerus; the callus at the site of the fracture, which occurred in July, 1913, is fairly 
dense. 

Fig. 4.—Left tibia and fibula, fractured in July and November, 1913. The disease is more 
advanced than on the right side, but good union has taken place at the sites of injury. 
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but in the light of the cases shown by Mr. Morriston Davies and Mr. Stanley 
Boyd that evening, as well as from the preservation of the natural outline of 
the bone, he thought it was probably an example of the disease under dis¬ 
cussion. The patient was a lady, aged 28. He hoped later to publish the 
case in detail. 

Mr. Elmslie thought that no one who had had experience of sucli cases 
would doubt the correctness of diagnosis in these. They illustrated very well 
the usual modes in which fibrocystic disease of the long bones made itself 
evident—in Mr. Boyd's case by an incomplete fracture, in Mr. Morriston 
Davies’s by enlargement of the bone with bending. The whole subject of 
these somewhat rare conditions badly needed ventilation, for mistakes in 
diagnosis were not infrequent, and had led to the unnecessary sacrifice of 
the limb. In a case of disease of the upper femur, for which the late 
Mr. Eoughton performed amputation at the Royal Free Hospital some years 
ago, that surgeon himself expressed doubt after the operation as to the 
diagnosis. He (Mr. Elmslie) had been able to examine the specimen last year 
and had no doubt that it was a case of fibrocystic disease. The patient was 
traced and found to be well, without recurrence, five and a half years after the 
amputation. Similar cases were on record, including one in which a German 
surgeon claimed to have cured a sarcoma of the femur by curetting. The 
pathological picture in these conditions was so extraordinarily varied that it 
was very doubtful whether the conditions should be classed as inflammatory, 
or whether they were not rather a metaplasia of the bone and marrow tissues. 
In view of this doubt Mr. Elmslie suggested that for the present the name 
“ fibrocystic disease of the bones ” should be used, as this did not commit 
them to any theory of causation. He thought that there was evidence in 
Mr. Morriston Davies’s case that the disease was progressing, and that the 
bone should be opened and curetted. It was important that curetting should 
be persevered with until normal marrow or cancellous bone was reached above 
and below the disease. 
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So-called “ Frost-bite.” 

By K. H. Jocelyn Swan, M.S. 

During the last few months so large a number of soldiers have 
been incapacitated by a painful condition of the feet, which is described 
as " frost-bite,” that the subject deserves the attention of the medical 
authorities, and I now bring the question before you in the hope that 
discussion may elucidate its pathology and provide some guidance for 
its treatment and prevention. 

I have seen over a hundred of these cases, eighty of which have been 
admitted to the wards of the Boyal Herbert Hospital. Almost without 
exception these men have been subjected to long standing in the 
trenches in ipud and thawing snow, without any opportunity of active 
exercise or change of position other than that of sitting down with 
pendent feet. I have made careful inquiries in all cases as to the 
condition of their boots and clothing, and find that nearly all wear 
boots one or two sizes larger than in ordinary life—and in only two 
cases did I find that more than one pair of socks were worn. All 
declare that bootlaces and puttees have not been tied tightly. Hence 
the one condition which seems applicable to all cases is the continuous 
standing with wet feet. One patient was affected in both feet and in 
the fingers of the right hand ; he had worn a wet woollen glove on the 
right hand, while the left, which was unaffected, was ungloved. 

The patient states that the foot first feels cold and numbed, but that 
he is sometimes able to restore warmth to it by stamping the foot on the 
ground. On trying to walk, the front part of the foot is insensitive and 
he feels as if he is walking on his heel. Patients thus affected are often 
obliged to remain in the trenches until darkness comes on, before they 
can be moved to the field dressing station, during which time the causa¬ 
tive factor continues and the condition is made worse by the swelling 
of the confined foot. When the boot is removed the swelling becomes 
more marked, and in a few cases the skin of the foot is blistered. In 
a few of the earlier cases the condition was perhaps made worse by the 
application of warmth, but this has been exceptional in my experience. 
It should be remembered, too, that any description of these cases 
is limited to one’s personal experience in an English base hospital, and 
that patients are seen three or more days after the onset of the affection. 
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The cases present themselves in two distinct groups: one in which 
there is little gross change in the tissues of the feet, but marked 
subjective changes; the other in which tissue destruction has occurred, 
leading to gangrene varying from a superficial skin lesion to a massive 
gangrene affecting the toes or even the whole foot. In these cases of 
gangrene I was unable to obtain any evidence of the increased intensity 
of cold or any difference in the primary treatment applied to the feet. 

The cases in which no gross lesion is present are by far the most 
numerous. The skin of the anterior part of the dorsum of the foot may 
be slightly oedematous, of slightly bluish colour, and often rather dry 
and scaly. The patients complain of pain of an aching, swollen, or 
bursting character, which is most severe at night and keeps them 
awake. Most of these cases show a marked area of cutaneous anaesthesia 
and analgesia extending in “ stocking form ” from the points of the toes 
to the heads or even to the bases of the metatarsal bones, whilst the 
joint sense and vibration sense may be lost. In some cases the 
cutaneous change is a marked hyperaesthesia, the slightest touch, even 
of a piece of cotton-wool, causing pain. I am satisfied that the 
hyperaesthetic condition does not precede or follow the anaesthetic, as 
I was inclined to think at first, and I can give no reason for the different 
condition when the local appearance is the same. Whichever condition 
is present, however, there is often marked pain on passive movement 
ofthe toes or upon applying any pressure upon the metatarsal portion 
of the foot. 

I am not inclined to look upon this condition in any way as a 
“ neurosis,” as has been suggested, but rather as a tissue change due 
to vasomotor constriction maintained for some time. 

The cases which present more interest from the surgical point of 
view are those in which some actual gross lesion of the tissues has 
occurred. In the simplest form this is seen as a small area into which 
haemorrhage has occurred, the skin over it being discoloured, dry, and 
w'rinkled. This area may slowly slough, leaving an ulcerated surface 
which is slow to heal. In one case under my care the under surface 
of each great toe was affected, the one as a slight cutaneous discoloration, 
the other as a distinct ulcer covered by dull granulations. 

In a more advanced condition one or more toes are gangrenous, 
presenting a dark, dry, wrinkled appearance with rapid formation of 
a pronounced line of demarcation—the typical appearance of dry- 
gangrene. In several cases under my care it has been noticed that 
the great toe has been more seriously affected than the others, and 
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when all the toes are affected the line of demarcation has become 
progressively near the periphery towards the outer side of the foot. 
These cases of dry gangrene are best let alone, as the gangrenous part 
slowly separates, leaving a healing granulating area, from which it may 
be necessary later to remove any prominent piece of bone. In one case 
under the care of my colleague, Mr. Bowntree, separation took place 
behind the heads of the metatarsal bones and no operative interference 
was necessary. In cases in which actual gangrene has taken place it 
is more usual for only one foot to be thus affected, and I have been 
unable to discover any physical reason for this, although apparently the 
same factors were present on both sides. The gangrenous areas do not 
present any relation to any particular points of pressure that would 
occur on standing, but rather affect the peripheral parts of the 
extremity. 

In three cases under my care, a further extension of the tissue 
destruction has occurred, accompanied by rapid sloughing and a condition 
of moist gangrene, the terminal part of the foot being blackened, whilst 
the dorsum and lateral aspects were occupied by areas of superficial 
gangrene. There was much exudation of foul pus, the skin quickly 
separating, with rapid infection of the tarsal and metatarsal joints. In 
two of these cases the condition was unilateral, and one of them developed 
tetanus on the fourteenth day, the spasms being particularly severe, and 
death occurred after four days. The third case is the most severe which 
I have yet seen. Both feet were involved, the right more than the left. 
The patient was extremely ill, having frequent rigors, with temperature 
reaching 106 * F., the tarsal and ankle joints of the right foot were 
involved, and I amputated through the lower third of the leg. He 
improved for a few days, when a septic temperature recurred, and as 
he was obviously going downhill rapidly I amputated the left foot 
through the ankle-joint, cutting through purulent tissues in fashioning 
the flaps. From that time he commenced to improve and is now doing 
very well. 

I have at present under my care a patient who has in one foot 
extMitly the same symptoms as I have described, with discoloration and 
ulceration in two toes. ' He has not been out of England, but has lived 
in barracks, and has not been subjected to any long exposure with 
wet feet. 
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Treatment. 

Of the treatment of these cases there is not much to be said. In 
the majority of the cases presenting subjective symptoms of aching and 
anaesthesia I find it best to keep the patient in bed with the limb 
raised, to dry the foot with spirit, and cover it with wool after dusting 
with boracic acid powder. .Twice a day they are gently massaged, and 
in some cases weak faradism applied, but I have found no advantage 
from electric baths. The aching pain is usually relieved by aspirin. 
Where the skin is very discoloured from underlying htemorrhage I treat 
them in the same way, but where actual tissue destruction has occurred, 
the foot is well cleaned and painted with 2 per cent, solution of iodine 
in spirit; when a line of demarcation appears the surface is wrapped in 
cyanide gauze, which is changed daily until the part is easily removed; 
and I would much rather await a natural separation than perform an 
amputation which must necessarily sacrifice a greater amount of the 
foot for the formation of the necessary flaps. 

Where moist gangrene is met with, and especially where toxic 
absorption has taken place, amputation just above the gangrenous area 
is required, but it is not necessary to sacrifice a lot of tissue by dividing 
the limb some distance above the highest point of gangrene. In one 
case I did a Symes’s amputation and found pus in the tendon sheaths in 
front of the ankle, whilst there was a sloughing ulcer behind the heel. 
Very few sutures were put in and the stump drained with a good 
result. 


Prophylaxis. 

It is probably to the prevention of this condition that attention 
should be chiefly directed. To my mind the condition, whatever its 
true pathology, is more likely to be due to the prolonged maintenance 
of a pendent position of the feet, wet from soakage in the slushy mud 
of the trenches, without any opportunity of exercise or of drying the 
feet, rather than to the severity of frost. It is perhaps noteworthy that 
the frost-bite known to Alpine climbers is more likely to occur when 
a thaw sets in than when there is severe frost. Perhaps with the 
approach of spring and better weather these cases may not occur, but 
there is no certainty that the present campaign will not go through 
another winter, when our soldiers may be fighting in even more severe 
climatic conditions than have already been experienced. Cannot we 
therefore arrange that their feet should be better protected from wet 
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DESCEIPTION OP PLATE. 


Fig. 1. —Ulceration of the inner side of distal part of great toe by 
superficial gangrene of skin. 

Fig. 2.—Dry gangrene of four inner toes, the great toe being most 
affected. Best of foot is normal. 

Fig. 3.—Dry gangrene of anterior portion of foot with subcutaneous 
haemorrhages under skin of dorsum of foot. (Mr. Rowntree’s case.) 

Fig. 4. —Massive moist gangrene of both feet : the tendon sheaths 
and tarsal joints were rapidly opened up in the process. Severe toxic 
symptoms requiring amputation through the lower third of leg on right 
side and through the ankle-joint on the left. 

Fig. 5.—Moist gangrene of foot. Rapid disorganisation of tarsal joints. 
Developed tetanus on fourteenth day. 


These figures are reproduced from some of the series exhibited by 
Mr. Swan, taken by the Paget process of colour photography. 
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when fighting in conditions which make active movement impossible ? 
The regulation military boot cannot be improved upon as far as quality 
goes, but no ordinary boot will prevent water getting in over the top. 
A gum boot might serve, but it would necessarily impede movements 
in attack or defence. Waders, as used by ardent fishermen, are too 
expensive for general supply, but have been a boon to those fortunate 
enough to possess them; and I think some good might be found from 
the use of thin mackintosh in the form of a stocking outside the sock 
but inside the puttee. This might retain any body moisture, it is true, 
but already the Canadian forces at the front have improvised mackintosh 
in this way, with good results. I have heard that a condition similar 
to that which I have described occurred in the recent Balkan War 
owing to the long-continued damp to which the soldiers’ feet were 
subjected. Another means of prevention, to which attention might be 
directed, is that of thoroughly smearing the feet with an abundance of 
vaseline, and I understand that the free use of whale oil on the feet 
has been very effectual in preventing the trouble. It might also be of 
use if the boots were large enough to allow some play of the toes, and 
the men instructed to practise this. The circulation in the extremities 
would be improved; but I feel sure that if the continuous effect of wet 
could be avoided, we should hear less of these cases of so-called “frost¬ 
bite.” 


DISCUSSION. 

Dr. Galloway said that after seeing Mr. Jocelyn Swan’s demonstration 
and listening to his remarks, it must he clear to all that the name “ frost¬ 
bite,” as applied to these cases of injury occurring in our troops abroad during 
the winter campaign, was both erroneous and misleading. He had seen 
a considerable number of these cases at No. 4 Genera Hospital, some of them 
being under his own care, and had early come to the conclusion that the 
condition, even when it involved necrosis, was not due to freezing of the 
extremities. The injury, of which so many cases have occmred, was clearly 
due to prolonged partial anest of the circulation, and cold was only one of the 
factors in its causation. More important were the swelling of the feet, the 
comparatively tight footgear, the want of movement for considerable periods, 
added to the constant wet and cold. It was of interest to recollect the close 
resemblance between the appearances in these cases and the very similar state 
of affairs occurring as the result of what Dr. L. Buerger, of New York, has 
named “ thrombo-angeitis obliterans.” Numerous cases of this condition had 
l)een described by Dr. I’arkes Weber and Dr. L. Buerger, occurring nearly 
always among .Tews in London and New York. These patients often gave 
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evidence of feeble nutrition, and it had been suggested that the influence of 
tobacco was considerable in their causation. Many of the sufferers had been 
employed as cigarette makers and in other ways in the tobacco industry. This 
explanation, which appeared to have some foundation, suggested that the 
excessive smoking of cigarettes, encouraged hy the enormous quantities sent 
to our troops, might he another factor in causing this serious disease among 
our soldiers. He hoped that a report might be forthcoming on the pathological 
changes observed in the arteries and veins of the affected parts in those cases 
in which amputation of parts of the limbs had been performed. These results 
would be of interest to compare with those already recorded by Dr. Buerger. 
Dr. Galloway thought that prevention could be brought about to a large extent 
by securing not only dryness and warmth, but by keeping the lower extremities 
in movement. He had recently seen a picture of a Belgian soldier in the 
trenches wearing large sabots on his feet packed with plenty of straw, and with 
his legs loosely covered. He thought that this was probably a better tyi^e 
of foot covering under the conditions than the comparatively tight boots and 
puttees worn by our men. There seemed to be no doubt that the use of 
vaseline or some other oily material, with plenty of rubbing of the extremities, 
was a most useful precaution in the prevention of this inju^>^ 

Dr. E. G. Fearnsides said that the cases ^ which he had seen could he 
classified in three groups : (1) Those with gross objective signs with i)erhaps 
some sensory loss of the type seen in cases of peripheral neuritis, hut no 
subjective symptoms. (2) An intermediate group with less gross objective 
manifestations and slight blunting of sensation over the distal parts of the 
feet, but no absolute anaesthesia; in a few cases in this group he had found 
a band of hyperaesthesia at the upper border of the affected area. (3) Those 
in which, on arrival in this country, few or no objective signs were present, 
but sensation was lost over an area of the stocking type and subjective com¬ 
plaints and general apprehensiveness were extremely prominent; in civil 
practice such manifestations would be ascribed to a neurosis. He had not 
seen any cases of classical frost-bite due to the actual freezing of the soft 
tissues. Three of his patients, however, had suffered when in other parts of 
the world from this classical type of frost-bite ; these men were agreed that 
their symptoms in the past when suffering from frost-bite, and now when 
suffering from “ trench-foot,” were entirely different. In the Balkan War 
it had been agreed that the objective changes were vascular in origin. 


' Cf. Feariipides and Culpin, Brit. MeJ, Jount., 1915, i, p. 84; Fe^lrn.>.idc^■^, Brit. Jotmi. 
Derm., February, 1915, pp. 33-51. 
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Tumour of Neck ; Obstruction of Superior Vena Cava. 
By J. Porter Parkinson, M.D. 

E. J. L., FEMALE, aged 50, had lamps in the neck since the tige 
of 10; these increased at about the age of 20, but diminished under 
application of iodine. She married when aged 30, and has had three 
children and no miscarriages. At the age of 34 the neck suddenly 
became stiff and she had severe pains; there is no pain now, but 
the stifhiess has increased. Four or five years ago she noticed enlarged 
veins on the chest, and these have steadily increased in size. She has 
been getting somewhat thinner for the last eight years. Menopause 
six months ago. 

On admission to hospital under the care of my colleague. Dr. 
Byrne (who has kindly permitted me to show the case), she appeared 
a somewhat thin woman, weighing 7 st. 6 lb. The head was held 
rigidly, somewhat bent forward, and not the slightest rotation could be 
produced. The muscles of the back of the neck were large and exceed¬ 
ingly hard, almost as if converted into bone. On each side of the neck, 
under the sternomastoids, was a somewhat irregular mass which moved 
on palpation; in the act of swallowing, its consistence varied from an 
indefinite fluctuation in some parts to a cartilaginous hardness in others. 
It was not adherent to the skin or surrounding parts. The isthmus of 
the thyroid could be felt, but was not enlarged to any extent. The right 
carotid artery was displaced backwards. There was enormous dilatation 
of the veins of the chest and abdomen, the direction of the blood-flow 
being downwards. Nothing abnormal could be made out in the chest 
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or abdomen. The urine was normal. The temperature varied between 
98° F. and 99 4° F. 

Skiagrams show no change in the vertebral column, no ossification 
of the muscles of the neck, and nothing abnormal in the chest. 

After a month’s treatment of the muscles of the neck by potassium 
iodide ionisation some slight movements of the neck are possible, but, 
on the whole, the condition is unchanged. The Wassermann reaction 
is negative. Blood examination shows: Haemoglobin, 90 per cent.; 
red blood corpuscles, 5,170,000 ; leucocytes, 3,200 ; polymorpho- 
nuclears, 64 per cent.; large lymphocytes, 8 per cent.; small lympho¬ 
cytes, 20 per cent.; transitionals, 4 per cent.; eosinophiles, 4 per cent. 

I have brought the case for suggestions as to diagnosis: first, as 
to the nature of the tumours of the neck and the condition of the 
muscles, and secondly the cause of the interference with the superior 
vena cava. The neck tumours are, I suggest, enlargements of the 
lateral lobes of the thyroid, of the nature of a cystic adenoma partially 
calcified. Had it not been for a negative Wassermann reaction, tertiary 
syphilis might have accounted for the condition of the muscles of the 
neck and for the interference with the veins of the chest, and even 
now this seems to me a possible explanation. 

DISCUSSION. 

Mr. Kellock thought the most likely explanation was that the curvature 
in the spine and the tumour of the thyroid were not directly connected. He 
thought the former was due to spondylitis deformans, and that the cervical 
curvature in a forward direction was pressing on the enlarged and, in 
parts, calcified thyroid gland, and so causing an obstruction in the superior 
vena cava. 

Dr. Adolphe Abeahams said be had been in the position of observing the 
patient during the whole i)eriod that she had been under treatment. He had 
never felt satisfied that a mediastinal tumour was present; he had never been 
able to detect any area of impaired resonance, the skiagram showed no 
shadow, and it was a striking feature that there never had been any dyspnoea. 
He had, therefore, been much interested in hearing Mr. Kellock’s opinion as 
to the causation of the venous obstruction. He would also like to add his 
opinion that the swelling and the rigidity of the spine were in no way 
connected. 
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Non-syphilitic Arteritis Obliterans (“ Thrombo-angiitis ” of 
Leo Buerger), with Gangrene of Toes. Remarks on 
the Occasional Connexion with Traumata. 

By F. Parkes Weber, M.D. 

The patient, A. S., aged 25, is a tailor, of Jewish race, who came 
from Russia to London nine years ago. He is delicate-looking and 
thin, having, as he says, lost about 28 lb. in weight during the last two 
years. He denies having had any venereal disease, and has two children, 
both living and healthy. His wife has had no miscarriages. There is 
no family history of nervous diseases. Seven years ago he first had 
trouble in his left foot and a doctor removed the nail of the big toe, 
which he thought was “ ingrowing.” Gangrene of the big toe followed, 
and ultimately, about twelve weeks later, the whole of his big toe had 
to be removed. The wound healed up and for a long time the patient 
had no further symptoms in his feet. In March, 1913, however, he 
got his feet thoroughly chilled (they were not wet) and then warmed 
them in front of a fire. Thereupon, though the left foot did not 
suffer, the distal portion of the right foot became painful, red and 
afterwards purple. The pain was so severe that he could not sleep. 
The nail and tip of the right great toe, which looked quite black, 
had to be removed, and the toe itself became permanently contracted. 
After the patient had been laid up for several weeks, the pain gradually 
diminished and then disappeared, but the cyanotic colouring of the foot 
persisted, though varying in degree from time to time. About five 
weeks ago the left foot assumed the same cyanotic appearance as the 
right foot, but he suffers no pain in either foot, though sometimes there 
is a sensation of ” pins and needles.” For the last two years there has 
been a condition of “intermittent claudication” in both legs, that is 
to say, when walking he has had to rest every few minutes on account 
of pain in the calves of the legs. 

There seems to have been nothing peculiar in the patient’s past 
dietetic habits, and there is no history of lead or other poisoning. He 
says he has been very moderate with alcohol, but that he used to smoke 
about twenty cigarettes daily. There is no special constipation and there 
is no history of colitis, nor has he suffered from pyorrhoea alveolaris. He 
has a small depressed scar on the back of the left hand and another 
A —5a 



50 


Weber: Non-syphilitic Arteritis Obliterans 


one over the lumbar spinal column, both apparently attached to bone 
and dating from the first weeks of life. He says that he has never 
been subject to chilblains. 

Present condition: The distal portions of both feet are cyanotic, 
the right more so than the left; the colour varies from time to time, 
especially according to position. Thus, when the feet are raised up 
they become paler, and when they are allowed to hang down they 
become more cyanosed. Both feet are of a somewhat flat-foot shape 



Skiagram of the feet of Dr. Weber’s patient A. S., taken in March, 1915. 


and feel cold. I cannot detect any pulsation in either the right or left 
dorsalis pedis artery, nor in any of the arteries of the feet. There 
is fair pulsation in both femoral arteries at the’ groin. The great toe 
of the right foot is, as already stated, permanently contracted in a flexed 
position. There is a certain amount of “ glossy ” trophic disturbance 
in the skin of the toes of both feet and there is the scabby scar of 
a recently healed ulcer on the right heel, w^here intermittent pressure 
occurs in walking. The patient thinks that his legs have wasted during 
the last two years, but only in proportion to the general wasting of his 
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whole body. Bontgen-ray examination of the feet (Dr. J. Metcalfe) 
shows some decalcification and bone absorption of the metatarsal and 
phalangeal bones, especially of the fifth toe of the right foot (see 
illnstration). 

The patient has well-marked signs of valvnlar disease of the heart 
with hypertrophy of the left ventricle, probably of rheumatic origin, 
though there is no history of rheumatic fever. The physical signs are 
those of aortic reflux, but there is likewise a musical systolic murmur, 
best heard at the apex. There is no evidence of any other disease of 
the thoracic and abdominal and genito-urinary organs. Nothing 
abnormal in the upper extremities. The brachial systolic blood- 
pressure is 145 mm. Hg.^ There is no enlargement of the superficial 
lymphatic glands. The urine is free from albumin and sugar. Ophthal¬ 
moscopic examination of the patient’s eyes shows nothing abnormal; 
the pupils react well. The knee-jerks are much exaggerated, and are 
of the “ neurotic type,” which is accompanied by “ trepidation ” of the 
whole limb. Plantar reflexes have not been obtained in either foot. 
The superficial abdominal and cremasteric reflexes are present. The 
blood serum gives a negative Wassermann reaction for syphilis. Blood- 
count (March 8, 1915) : Ked cells 5,760,000, and white cells 16,900 
to the cubic millimetre of blood ; haemoglobin 85 per cent.; of the 
white cells 76 per cent, are polymorphonuclear leucocytes. 

Eemabks. 

I regard the case as one of non-syphilitic arteritis obliterans (the 
“ thrombo-angiitis obliterans” of Leo Buerger), occurring, as it most 
frequently does, in a young adult male of Jewish stock from Eastern 
Europe. The exciting cause of the onset of the symptoms in the 
present patient’s right foot was a kind of “ frost-bite,” but the patient 
had already previously had disease in the other foot without “ frost¬ 
bite ” of any kind connected with it. In this association it is interesting 
to note that the condition of the foot after some cases of so-called 
“ trench frost-bite ” (French, mal des trancMes) observed amongst the 
soldiers in the present war, resembles that in cases like the present one. 

The connexion of other kinds of trauma with cases like the present 
one may also sometimes be confusing. Thus, in a patient recently in 
the hospital, there was a history that a cab went over his foot. The 
patient was a Jew, aged 37, with a very painful condition of the left 

* But it is very variable. It doubtless varies considerably with sudden muscular move¬ 
ments of the body, mental excitement, &c. 
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foot, which kept him awake at night. The distal portion of the foot 
was red or purple, and there were black patches of superficial dry 
gangrene over the great toe and the heel. Pulsation was absent in the 
dorsal artery of the left foot, but was present in the dorsal artery of 
right (sound) foot. The left foot had certainly been run over, but the 
patient had complained of pains long previously, and slight atrophy of 
the calf-muscles of the left leg had been recorded three months before 
the accident, when the patient was at a health resort for treatment. 

« 

DISCUSSION. 

Dr. Adolphe Abrahams asked if this condition was restricted to Jews, 
and, if so, if Russian Jews alone were sufferers. It had always struck him 
as singular that certain diseases should be restricted to a race ; and the Jewish 
race in particular appeared to have been particularly unfortunate in being 
afflicted with rare and exclusive conditions. This was markedly so in the case 
of amaurotic family idiocy, although in the only patient he had ever seen with 
that disease it had not been possible to trace any Jewish ancestry. 

Dr. Weber answered that the typical affection seemed to occur almost 
exclusively amongst Jews belonging to Jewish families from Central Europe, 
but not necessarily Russian Jews. Similar symptoms might, however, be 
caused by other kinds of arterial obstruction, especially those resulting from 
syphilis. 


Sclerodactylia of Feet, associated with Arteritis Obliterans 

and Gangrene of Toes. 

By F. Parkes Weber, M.D. 

The patient, S. P., aged 48, a Bussian Jew, was an in-patient under 
my care in July, 1914. He was a tailor by trade, of poor general 
nutrition. The skin over the toes of both feet was atrophic, shiny, and 
looking as if it were tightly stretched out; it was discoloured by purple 
mottling. Both feet tended to be cold. There was no anaesthesia. 
I did not feel any pulsation in either dorsalis pedis artery, nor did I feel 
any arterial pulsation anywhere in the feet. Pulsation in the femoral 
arteries at the groin, normal. The calf-muscles were somewhat 
atrophic, but he said that his legs had always been thin. The tip of 
the fourth toe of the left foot had been cast off about seven years 
ago, he said, and the fourth toe of the right foot had been ampu¬ 
tated two years later. The second toe of the left foot was partially 
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necrosed (dry gangrene), and some bare bone was projecting at the end, 
where the soft part of the tip had fallen off. There was an ulcer in 
the atrophic skin over the outer part of the right heel, and over the 
corresponding part of the left heel there was the scar from a similar 
previous ulcer. Both feet were stiff and of somewhat flat-foot shape. 
Dr. James Metcalfe, as a result of examination by Rontgen-ray skia¬ 
grams, reported (July, 1914) that there seemed to be some decalciflca- 



Feet of the patient S. P. (From a photograph taken on July 20, 1914.) 

tion of the bones in the feet and partial ankylosis of the joints. The 
knee-jerks on both sides were rather exaggerated; no plantar reflexes 
could be obtained. The blood serum gave a negative Wassermann 
reaction for syphilis, and there was no history of previous syphilis or of 
alcoholism. The patient had been accustomed to smoke about twenty- 
five cigarettes a day. He had enjoyed good health until about 1907, 
when superficial gangrene commenced on the fourth toe of the left foot 
and the tip of the toe was thrown off. Half a year later the left great 
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toe gave him trouble and an ingrowing (?) toe-nail had to be removed. 
In 1909 the fourth toe of the right foot became diseased and was 
amputated with good result. Then, for a long time, he had no fresh 
trouble with his feet, but about six months before admission an ulcer 
appeared on the outer side of the left heel. This healed up after about 
three months, but then a similar ulcer developed on the right heel, 
which was still present on admission. The gangrene in the second toe 
of the left foot had commenced about two months before admission, 
and had been treated with hot fomentations. The patient had never 
observed any definite “ intermittent claudication ” in the lower ex¬ 
tremities. The arteries of the upper extremities and his brachial blood- 
pressure appeared normal.^ Apart from the condition of the feet there 
was nothing special (including ophthalmoscopic examination) to be 
noted, excepting that the patient suffered from pyorrhoea alveolaris. 

In the hospital my surgical colleague, Mr. A. Compton, kindly 
amputated the second toe of the left foot at the metatarso-phalangeal 
joint, and, owing to the defective blood supply to the part, there was 
hardly any bleeding at the operation. The wound healed up slowly 
and he was able to get about again. His teeth were extracted on 
account of the pyorrhoea alveolaris. As a medicine he was given 
syrup of iodide of iron. 

The accompanying illustration is from a photograph of the feet 
taken on July 20, 1914. Since leaving the hospital (in December* 1914) 
the patient has suffered from great pain about the right great toe, 
where recently there has also been slight superficial ulceration. He is 
now markedly anaemic and shows a polymorphonuclear leucocytosis. 
A blood-count (March 8, 1915) gives: Bed cells 2,600,000, and while 
cells 35,600 to the cubic millimetre of blood; haemoglobin 60 per 
cent. Of the white cells 74 per cent, are polymorphonuclear leucocytes. 

The case seems to me to be one of an atrophic type of sclerodermia, 
limited to the feet (“sclerodactylia” of the feet), associated with a 
definite ischaemic condition (due to local arterial disease). In mamy 
respects the case resembles the one which I described in the British 
Journal of Dermatology for 1901 (vol. xiii, p. 41) under the heading, 
“Trophic Disorder of the Feet—an Anomalous and Asymmetrical Case 
of Sclerodactylia with Eaynaud’s Phenomena.” Such cases differ con¬ 
siderably from those cases of symmetrical sclerodactylia in which the 
sclerodactylia is associated with atrophic sclerodermia of the face and 


‘ The brachial systolic blood-pressure is about 145 mm. Hg. ; but it is very unstable 
varying considerably even within a few hours. 
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other parts. A typical example of the generalised atrophic sclerodermia 
cases is that of a Jewish woman, who has been several times in the 
German Hospital during the past ten years, and whose case strikingly 
resembles that of the young woman shown by H. D. Bolleston and 
S. Vere Pearson at the Clinical Society of London in 1901 as an 
example of “ Generalised Sclerodermia with Baynaud’s Disease.” ^ 

It must be admitted that in the present case, could one examine 
the dorsal artery of either foot, it would perhaps not be found actually 
occluded by arteritis obliterans or thrombosis. Possibly one would find 
only contraction and thickening (not merely apparent thickening) of 
the middle coat. That is what I found in the examination of the 
amputated foot of a young man whose case I had described in 1901 (in 
the above-mentioned paper) as an anomalous example of sclerodactylia. 

A Case of Acromegaly. 

By F. Pabkes Weber, M.D. 

The patient, I. L., aged 48, a Bussian Jew, shoemaker by trade, 
first came under my care in February, 1914. He said that he formerly 
enjoyed good health, but that during the last three years he had noticed 
weakness in the hands, and thought that his nose, lower lip, hands and 
feet had increased in size. He had chronic glaucomatous changes in 
both eyes, and an iridectomy had been performed at the Middlesex 
Hospital three years ago for glaucoma in the right eye. The accompany¬ 
ing illustration from a photograph, taken in the German Hospital, shows 
the appearance of the patient’s face and hands on February 23, 1914. 
The large nose and thick fingers and the feet are fairly characteristic of 
acromegaly. Vision, owing to the chronic glaucomatous condition of 
his eyes, was defective, but there was no evidence of hemianopia; and 
Bontgen-ray skiagrams (Dr. James Metcalfe) of the base of the skull 
showed nothing special, excepting that the pituitary fossa appeared a 
little deeper than normal. By Bontgen-ray examination the bones of the 
hands were seen to be very thick, but their thickness only corresponded 
to the great breadth and fleshiness of the whole hands. In regard to 
the skiagrams of the hands and feet. Dr. Metcalfe reported that the 
terminal phalangeal bones of the hands showed irregularities and some 

* Trans. Clin. Soc. Lond.^ 1901, xxxiv, p. 216. The same case was re-described by H. D. 
Bolleston and G. D. H. Carpenter in Proc. Roy. Soc. Med.^ 1910, iii (Clin. Sect.), p. 32, 
under the heading, ** Sclerodermia with Sclerodactyly." 
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“ tufts,” the great toes showed exostoses, and the other toes were very 
“ bushy ” at the ends. The patient’s blood serum gave a negative 
Wassermann reaction for syphilis. Pituitary treatment was tried for 
two months, and in April, 1914, the patient himself thought that “on 
the whole he felt a little stronger.” The result, however, was not very 
encouraging, and each hypodermic injection of 2 c.c. of pituitrin was 
followed in about ten minutes by pallor of the face, sweating, and 
feeling of faintness (cerebral anaemia?). The treatment was discon¬ 
tinued at the end of April, 1914. The patient now complains chiefly of 



Dr. Weber’s case of acromegaly. (Prom a photograph taken on February 23, 1914.) 


general debility and the progressive loss of vision connected with the 
chronic glaucoma. 

The association of acromegaly with glaucoma in the present case 
is, I suppose, a chance one. I have not heard of the same association 
having been observed in any other cases. The acromegalic patient in 
the present instance happens to be a Jew, and Jews (perhaps especially 
Jews from Poland and Eastern Europe) are rather more subject to 
glaucoma than the ordinary Latin, Celtic, Teutonic, Scandinavian, or 
Anglo-Saxon stocks of Western and Central Europe. 
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The Morvan Type of Syringomyelia (?). 

By F. Parkes Weber, M.D. 

In 1883, Morvan, a French doctor, working in Brittany, described 
cases of a trophic disorder of the extremities associated with the 
formation of painless whitlows and areas of analgesia. Though 
Zambaco Pasha (Constantinople) tried to prove that Morvan’s cases 
were sporadic examples of attenuated leprosy (occurring in Europe), 
Charcot, Marinesco, Jeanselme, and others succeeded in proving that 
most of them were due to syringomyelia, and Charcot termed the 
so-called “ Morvan’s ” disease (or rather syndrome or symptom- 
complex) the “Morvan type of syringomyelia.’’ 

The present case is that of a man, aged 45, who for the last 
fifteen months has suffered from trophic disturbances in the hands 
characterised by the occasional formation of scabs, which gradually 
peel off. In the present case there is as yet no condition of actual 
“ cheiromegalia,’’ as there is in some cases of syringomyelia, which can 
in any way be confused with acromegaly. Nor is the process of scab 
formation on the fingers associated with actual suppuration, as it is in 
some of the “ painless whitlows ’’ of the Morvan type of syringomyelia. 
The patient’s toes are somewhat “ clubbed,’’ and the local thickenings 
of the skin over the toe-tips apparently correspond to the scabs on the 
finger-tips. There is a little superficial hypalgesia at the extremities. 
The ulnar nerves at the elbows feel perhaps somewhat thicker than 
in most persons, but there is no real evidence of anaesthetic leprosy, 
and the patient says he has not been out of Europe during the last 
sixteen years. The Bontgen-ray skiagrams (Dr. J. Metcalfe) of the 
hands and feet conform to the rule that trophic changes in these parts in 
cases of syringomyelia are practically confined to the soft parts, leaving 
the bones unaffected. There is no kyphosis or deformity of the back. 
There is no acromegaly-like change in the patient’s face, such as has 
been rarely met with in cases of syringomyelia. Though the scab 
formation in the fingers is painless, the patient does suffer from 
subjective pains (some of Morvan’s patients complained of “ neuralgic 
pains ’’), notably what he calls “ sticking pains ’’ in the fingers in cold 
weather. The pupils react to light and accommodation. The knee-jerks 
are somewhat exaggerated. The plantar reflexes are active and of the 
normal (flexor) type. The blood serum gives a negative Wassermann 
reaction for syphilis. There is no muscular wasting. 
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Case of Splenomegaly, with the Clinical Picture of Banti’s 

Disease. 

By F. Parkes Weber, M.D. 

The patient, Mrs. S. S., aged 55, a Eussian Jewess, was admitted 
under my care on November 6, 1913, with great enlargement of the 
spleen and moderate pyrexia. She said that she bad not been feeling 
well for the last year, but for the last three weeks she had been worse 
and had been confined to her bed with general weakness. She had 
suffered from headaches, &c. For the last twenty years she had almost 
constantly had chronic ulcers on her legs. Otherwise she had enjoyed 
good health. She had had two miscarriages and two children; both 
children died at about 1 year of age, of bronchitis. 

In the hospital: The spleen was hard and enormously enlarged, 
bulging forward and extending downwards to the pelvis {see diagram). 
The patient’s temperature at first varied between 99'4° F. and 101'3°F. 
The pulse-rate averaged about 120, and the respiration about 32 to the 
minute. Examination of the thoracic and abdominal viscera showed 
nothing of importance beyond the splenic condition already mentioned. 
There was a certain amount of expectoration, and the sputum was 
examined for tubercle bacilli by the ordinary and antiformih methods, 
with negative result. The urine (about one litre passed in the twenty- 
four hours) was free from albumin, sugar, bilirubin, and blood, but gave 
positive chemical reactions for urobilin and indican. Blood count (Dr. 
Sons, November 11, 1913) : Haemoglobin, 35 per cent.; red cells 
2,336,000 in the cubic millimetre of blood; white cells 2,200. Of the 
white cells 60'8 per cent, were neutrophile polymorphonuclears. There 
was no poikilocytosis, and no nucleated red cells were seen. After 
December 20,1914, there was very little pyrexia, generally none at all. 

About January 7, 1914, ascites began to appear, but the patient’s 
condition of debility seemed at that time less marked, and the spleen 
appeared to have somewhat diminished in size. The conjunctivas had 
a subicteric tinge. Between January 9 and February 10, 1914, the 
ascites was tapped four times, yielding clear ascitic fluid, of specific 
gravity 1008 to 1010. After that there was less tendency to reaccumu¬ 
lation of fluid in the peritoneum. The blood was examined again on 
February 18 and on March 25, 1914. On both occasions there was 
decided leucopenia present; on the former occasion the white cells 
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numbered 2,600, and on the latter only 1,800 to the cubic millimetre of 
blood. On the latter occasion the red cells were only 1,940,000 to the 
cubic millimetre of blood, and a few nucleated red cells were seen. 
There was no poikilocytosis or marked anisocytosis. 

Treatment by arsenic, &c., was tried for a time, but in April, 1914, 
the patient’s condition was one of extreme and progressive cachexia, and 
she died on May 4, 1914. The spleen markedly diminished in size 
before the patient’s death. 

At the necropsy the heart weighed 8i oz. and showed a condition of 
“ brown atrophy.” Nothing special was noted in the aorta and lungs. 



Diagram to show size of the patient’s spleen. 


There were some pleural adhesions and a little pleural effusion on both 
sides of the thorax. In the peritoneum there were about 4 litres of a 
bile-stained ascitic fluid. The gall-bladder contained yellow bile and a 
few black gall-stones’. The liver weighed 48J oz., and microscopically 
there was evidence of passive congestion. The kidneys weighed both 
together 10 oz. and were considerably engorged with blood. The other 
viscera and the lymphatic glands showed nothing special excepting 
the spleen, which I shall now refer to. The splenic vein was not 
thrombosed. 

The spleen weighed 73 oz. and measured Ilf in. by 6J in. by 4 in. 
There were old adhesions behind and at the upper pole. It contained 
A—56 
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some antemic infarcts. The splenic substance was of dark crimson 
colour, and microscopically showed hyperplasia of the lymphatic follicles 
(Malpighian corpuscles), the splenic pulp between the enlarged follicles 
being engorged with blood. No amyloid change was present. SirW. B. 
Leishman very kindly examined a piece of the spleen for me and stained 
sections by methods which serve to demonstrate parasites, such as 
malarial parasites, trypanosomes, Leishmania, &c., but he could find 
no parasites, and wrote that he could not observe anything very 
striking beyond the marked increase in the lymphoid elements and 
evidence of a good deal of cellular degeneration. 

Bemarks. 

The patient with her splenomegaly, ascites, subicteric tinge of 
conjunctivse (suggesting hepatic cirrhosis), leucopenic anaemia and pro¬ 
gressive cachexia, presented a clinical picture such as might be found 
in a late stage of so-called Banti’s disease. Unfortunately, the findings 
at the necropsy and the microscopical examination throw very little 
light on the real nature of the case, which must therefore remain in 
the numerous group of chronic “ splenomegaly of uncertain aetiology.” 
I have elsewhere discussed the various classes of cases presenting the 
clinical picture of splenic anaemia (Banti’s disease),^ but the present case 
can hardly be fitted into any one of them. In the ca.se, however, of 
a young woman, aged 23, whom I showed at a meeting of this Section 
on January 12, 1912, under the heading “Chronic Splenomegaly of 
Uncertain Origin, with Persistent Leucopenia,” ® I have recently un¬ 
expectedly obtained a pathological explanation. At one time I suggested 
that that young woman’s condition might be termed one of “ anaemia 
splenica sine anaemia.” The splenomegaly persisted, though the patient 
apparently enjoyed good health. Towards the end of 1914, however, 
she suffered from copious haematemesis, and in January, 1915, she died, 
soon after admission to the London Hospital. Dr. H. M. Turnbull 
kindly informed me that at the post-mortem examination he found a 
condition of complete recent thrombosis on the top of old organised 
thrombosis of the portal tract. He will furnish me with a summary 
of the macroscopic and microscopic findings as a sequel to my notes in 
the Proceedings of this Section. 


• P. P. Weber, “ A Case of Late Hodgkin’s Disease, with Remarks on various Cases pre¬ 
senting the Clinical Picture of Splenic Aneemia (Banti’s Disease),” Amcr. Joum. Med. Sci. 
Philad., 1911, cxlii, pp. 508 522. 

2 Pi'oc. Roy, Soc. Med., 1912, v (Clin. Sect.), p. 113. 
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Case of Double Osteotomy of Tibiae Ten Years after Operation. 

By Thomas H. Kellock, M.C. 

Patient, a boy, now aged 13. When aged 3, he had badly deformed 
tibiae which were much bowed outwards and forwards, and there was 
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Skiagram showing present condition of the bones. 
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a separation of the internal condyles of the femora, when the malleoli 
were touching, of 3 in. Open osteotomy of the tibiae was performed, 
the fibulae fractured, and the legs put up in plaster of Paris splints. 
The legs are now quite straight, and in the skiagram there is practically 
no indication of where the osteotomies were done, the line of the bone 
being normal. The boy is now in hospital for abdominal trouble 
probably tuberculous peritonitis. 


A Form of Self-mutilation of the Penis in Young Boys. 

By Thomas H. Kellock, M.C. 

Some years ago when I was in residence at the Hospital for Sick 
Children, Great Ormond Street, there were in the wards two cases of 
mutilation of the penis; in the one, a boy, aged 8 or 9, had passed a 
metal ring over the glans, which had remained in position for a con¬ 
siderable time, and had caused so much swelling that it was only 
discovered after incisions had been made; the ring had ulcerated through 
the floor of the urethra, and I well remember the great trouble that, 
was entailed in closing the fistula. In the other case, in a boy aged 
about 3, a piece of cotton was found twisted tightly round the centre 
of the glans, and this had also cut the urethra partially across. The 
child asserted that his mother had put it there because he wetted the 
bed. Needless to say, she stoutly denied this, and I think her version 
that the child had done it himself was probably the correct one. 

Within the last few years I have had under my care three cases of 
a somewhat similar character, resembling each other so closely that it 
would appear to be rather a common occurrence. Speaking, however, 
to surgical friends on the subject, I find scarcely anyone seems to have 
met with such cases, and so I suppose they are more rare than I had 
thought. Of the three cases, two were private ones, and one in the 
Great Ormond Street Hospital; in all of them a hair twisted round the 
penis just behind the glans was the cause of the trouble. The last case 
I saw was so typical that a description of it covers the others. The 
patient was a boy, aged 6. When aged 3, he had been circumcised for 
some difficulty in micturition; soon after the operation there was some 
ulceration behind the glans, but the cause or nature of this was not 
very clear from the history. Eighteen months before I saw him there 
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was evidently something wrong which led the mother to examine the 
penis, and she found a piece of hair hanging round it, as she expressed 
it. The free part of this, about 4 in. in length, she cut off. This did 
not bring about any improvement, and a few weeks before I «aw him 
he was found to be passing all the urine from an opening on the under 
surface of the penis. 

When I saw the hoy, in January of this year, the glans penis was 
considerably enlarged, very hard, and somewhat dusky in appearance; 
it was almost completely separated from the rest of the organ, the 
isthmus connecting them being only ^ in. across, and the urethra was 
completely divided. Epithelium had grown down both faces of the 
sulcus and across the isthmus, so that there was no raw surface. Under 
an anaesthetic the use of a crochet-needle at once detected a human hair 
tightly twisted three times round the isthmus. 



The history and condition in the other two cases was practically 
exactly the same, except that no hair had been seen or removed. The 
children had 'both been circumcised, and there was a long history of 
ulceration and swelling followed by the formation of a fistula, and in 
both of them the urethra was found completely divided. In two of the 
three cases the children had long hair, and I thought what I removed 
was one of their own, but in the case I have described the hair that was 
removed was dark, whereas the child was fair. The mother’s explana¬ 
tion of this was that the boy slept in the same room as a “ lady help ” 
who had dark hair and he might have obtained one of hers. 

The condition in all these cases had been of long standing, and from 
want of recognition of the cause had been allowed to go on until com¬ 
plete division of the urethra had resulted. My impression is that it is 
brought about by the children themselves; that they twist the hair 
round behind the glans which has been exposed by the circumcision, 
and subsequent erections cause it to cut in, but it is difficult to explain 
why this process should continue until it has divided the urethra. 
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The father of one of the children, writing to me some time later, 
says: “ Very curiously, the doctor who treated him when he left the 
Home had an exactly similar case recently, but owing to the experience 
he gained with our boy he was able to locate the trouble, and found six 
strands of hair which had cot through to the urethra but had not 
actually cot it.” 

Prevention is of course better than treatment. This is one of 
the troubles that may follow a complete circumcision with permanent 
exposure of the glans, and so is an argument in favour of a ihodihed 
operation where some prepuce is left. Failing prevention, an early 
recognition of the cause and its removal would prevent serious con¬ 
sequences. When the latter, in the shape of a deep sulcus, a narrow 
isthmus and division more or less complete, of the urethra, have 
occurred, a plastic operation must be performed, and this is a matter 
of considerable difficulty. I am glad to say that in two of the cases 
I have been able to promote adhesion between the divided surfaces and 
re-establish the urethra; in the other case the attempt to do so was 
followed by gangrene of the glans, and so the child is left in the unfor¬ 
tunate condition of having a penis without a glans, and the possibility 
of trouble with stricture at the opening of the urethra, but fortunately 
up to the present this has not occurred. 
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Dr. J. J. Pringle, President of the Section, in the Chair. 


Case of Chronic Septic Papillomata. 

By E. G. Graham Little, M.D. 

The patient was a lady, aged 65, who had been for some six years 
under the care of Dr. Francis Nunn, to whose kindness the exhibitor 
was indebted for permission to show the case. The history, confirmed 
by this gentleman, was that during the past six years there had been 
continually present upon a restricted area, triangular in shape and 
situated upon the outer half of the right breast, a number of soft, 
non-pigmented warts, which were always covered with a thick roof of 
inspissated discharge, very like the condition seen in so-called gonorrhoeal 
warts. These tops could be easily detached, leaving a moist and 
oozing surface at the summit of the underlying wart. There was. 
constantly friable detritus covering the area, and a good deal of offensive 
discharge from the interstices of the individual warts. , These were 
very numerous, and in fact covered the outer half of the breast. The 
patient said that on the area now occupied by these growths there had 
been a “ birth-mark ” of the nature of a pigmented flat mole, about the 
size of a sixpenny-piece, on which about twelve years ago the earliest 
warty tumours had developed. There were no subjective sensations 
connected with them, and she absolutely refused any operative measure. 
The right axilla was quite free of any glandular enlargement. There 
was no syphilitic or gonorrhoeal history. She was in fair general health, 
but had recently lost some weight. There were no warty growths 
anywhere else, and there had never been any ulceration or excessive 
bleeding from the affected part. Some of the warts had been scraped, 
but tended to recur in situ. Occasionally there was complete sponta¬ 
neous involution of the growth, leaving a perfectly normal surface. 

' Corrigendum.—P lease strike oat “ (? Eplthellomatous) ’’ from title of Dr. Sequeira's 
case on p. 261 (Proceedings, vii, No. 9, July, 1914), and add it after the title of Dr. Golenso’s 
paper (to which it belongs) on p. 263. Also please oorrect corresponding entries in the Index. 

N —5 
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Sibley : Case of Lymphatic Leukaemia 


Case of Lymphatic Leukaemia. 

By W. Knowsley Sibley, M.D. 

A BOY, aged 16, who had had a skin eruption for the last eight 
years, was shown at the meeting of this Section ‘ held in July last: his 
case, with microscopic sections, had been referred to the Pathological 
Sub-Committee for a report. Since that date several important changes 
had occurred. The eruption, which at that time was absent from the 
middle of the chest and the interscapular regions, had now covered these 
areas, the condition of the rest of the skin had become obviously worse, 
and the general infiltration had become more marked. The papular 
eruption had everywhere increased and become more prominent; the 
tumour-like formations at the back of the neck had also considerably 
increased in size, and were now as large as Tangerine oranges ; so also 
the general enlargement of the lymphatic glands had become more pro¬ 
nounced, especially about the sides of the face and the neck regions. 
The only other part of the body which was free from eruption when he 
was shown in July was the scalp region, and now small nodules were 
appearing in the occipital region. The papules on the face had some¬ 
what diminished in prominence, but on all other parts of the body they 
had increased. The patient stated that the skin was not irritable during 
the daytime, but became so at night; there were, however, no scratch 
marks to be seen, nor had there been any recurrence of the bullous 
eruption which was present previously. The liver and spleen could now 
both be felt just below the costal arch. 

At the time of the previous examination the differential leucocyte 
count was practically normal; now, however, marked changes had 
occurred, as follows: Polymorphonuclear cells, 34'159 per cent.; 
lymphocytes, 32'30 per cent.; mast cells, 31'85 per cent.; eosinophiles, 
1‘76 per cent.® 

The urine still contained albumin, but only a trace. The specific 
gravity was 1030; there was no sugar, blood, or pus. The deposit 
contained crystals of sodium urate and calcium oxalate, some squamous- 
epithelium, but no casts. 

• Proceedings^ 1914, vii, pp. 276-281. 

* Dr. Sibley reported subsequent to the meeting that the hcemocytometer count was; 
Red blood cells, 4,760,000 per cubic millimetre ; white cells, 23,600 per cubic millimetre. 
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The oedema of his legs had subsided. The boy was now obviously 
anaemic and was losing ground. The mucous membranes remained free 
from lesions, and.no obvious lesions were present in the larynx. 

Laryngoscopical Beport by Philip B. W, de Santi, F,B,G,S ,—The 
nasopharynx shows some thickening of the post-nasal lymphatic tissue ; 
this is also slightly noticeable in the pharynx as well. The larynx 
shows marked pinkness of the right true vocal cord, with a less degree 
of the left true vocal cord. There is thickening of the interarytasnoid 
region. Movements of the cords are quite free, but approximation of 
the vocal cords on phonation is not quite complete, a slight space being 
noticeable in their middle region. 


DISCUSSION. 

Mr. McDonagh said he had seen the case at the meeting of the Pathological 
Committee. He would like to draw attention to the fact that the rash on the 
upper part of the thigh was confluent, and not so discrete as on the trunk, and 
less papular. The thigh rash was very much like a generalised skin eruption, 
which he had seen only in Jews from Poland and Galicia. This eruption 
was always followed later by a pronounced enlargement of the lymphatic 
glands in the groins, and the enlargement gradually spread to all the other 
lymphatic glands in the body. Finally the patient developed leukaemia and 
died. He regarded this condition and that of the case shown as identical, 
differing only in the fact that the case presented was severer and more acute. 
In his opinion the diagnosis was leukaemic cutaneous lymphocytoma. 

Dr. F. Parkes Weber considered that the differential blood count was 
a very remarkable one, and suggested that an ordinary, in addition to the 
differential, count should be made. It was a remarkable differential count, 
even for lymphatic leukaemia. If the cutaneous condition were still more 
advanced than it was at present, and if the nodules were to become confluent, 
the patient’s face would present the typical “leonine” appearance which bad 
been described as one form of pre-mycotic skin condition in granuloma 
fungoides. He (Dr. Weber) had once seen a man with a “leonine” face 
of that kind, and the case turned out to be one of leukaemia. He thought 
the cases described by Kaposi under the heading lymphodermia peniiciosa 
were examples of leukaemia in which the “ leonine ” or “ pseudo-leprous ” type 
of granuloma fungoides was simulated : but at one time it was supposed that 
Kaposi's lymphodermia pemiciosa was merely an occasional pre-mycotic stage 
of granuloma fungoides, though Kaposi himself had laid stress on the ultimate 
occurrence of associated morphological blood changes. 
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Case of a Lichenous Eruption for Diagnosis (Pityriasis 

Rubra Pilaris). 

By J. J. Pringle, M.B. 

The patient was a married woman, aged 57, who was admitted to the 
skin wards of Middlesex Hospital on September 28. Her family and 
personal history were unimportant. She had never previously had any 
skin affection. Before the appearance of the eruption on June 22 she 
had been dyspeptic and out of sorts for some weeks. On that date 
an irritable patch appeared on the right cheek and spread over the face. 
Soon afterwards there was great burning, with redness and swelling of 
the arms, forearms and hands, and subsequently of the thighs, legs and 
feet. These intense inflammatory phenomena had greatly diminished 
since her admission to hospital, but the cardinal features of her disease 
persisted. The essential lesions were in great abundance and best seen 
over the neck and upper parts of the back and chest. They consisted of 
innumerable papules of both plane and acuminate type, occurring dis¬ 
cretely as well as in groups and composite patches of the most variegated 
patterns. The plane papules were flat, polygonal, shiny, of characteristic 
colour, and with fine striation and central dells, while the acuminate 
papules were capped with fairly firmly adherent thick epidermic scales. 
The chief changes which had occurred under observation consisted in the 
detachment of the epidermic caps from the acuminate lesions, and in 
the increased scaliness of the plane lesions, which had coalesced in 
many places, thus forming plaques almost as heavily scaled as patches 
of psoriasis. Over the face there was a quite indeterminate diffuse bnt 
patchy erythema with some desquamation. The scalp, which was quite 
normal on admission to hospital, had become somewhat pityriasic in the 
previous week. No change in the buccal mucous membrane which could 
be recognised as lichenoid was present. The arms, forearms, hands, 
thighs, legs and feet were the seat of diffuse dry dermatitis without any 
appreciable degree of infiltration. There was very marked desquama¬ 
tion of the soles with fissuring, and a similar condition had been present 
on the palms. No history of special involvement of the backs of the 
proximal phalanges of the fingers could be elicited. The desquamation 
over the limbs generally was fine, but over both legs the epidermis 
separated in large papery sheets, disclosing a dry surface underneath. 
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The nails both of hands and feet were unaffected. The patient’s general 
condition was good ; the urine was normal, and the Wassermann reaction 
negative. 

The treatment adopted had been permanent rest in bed, salicin in 
full doses internally and salicylated oil externally. 

The case had been brought for diagnosis as different views had been 
expressed on the subject. Was it (1) a pityriasis rubra pilaris, or (2) a 
lichen ruber planus with an unusual predominance of the acuminate folli¬ 
cular papule ? Points in favour of the former hypothesis, which he had 
adopted, were: (u) The large number of scale-topped acuminate papules ; 
(6) the severe involvement of the palms and soles; (c) the absence of lesions 
on mucous membrane; (d) the papery, thin sheets of desquamation on 
the legs; {e) the debut of the eruption on the face and its subsequent 
appearance on the scalp, although to a mild degree ; (/) the absence of 
conglomerate plaques with the typical colour and characteristics of lichen 
planus. Nevertheless, the presence of a large number of primary lesions 
indistinguishable clinically from those of lichen planus—and maintain¬ 
ing their distinctive characters throughout — suggested the possible 
coexistence of the two diseases; generally considered as being distinct, 
but potentially due to a common exciting toxic cause, the precise nature 
of which was quite unknown. 

The exhibitor had seen two examples of a similar association in 
private in the last two years, the cases being practically identical with 
that shown. Both occurred in women of middle age, and both ran a 
favourable course, lasting about six months before perfect recovery 
ensued. 


DISCUSSION. 

Dr. J. H. Sequeika said that during the last three months he had had 
under his care a case which began in a similar manner. The patient, a middle- 
aged woman, was sent to him by Dr. Vilvandre. When first seen she had 
an acute erythematous eruption on the face and hands, which rapidly became 
general. He took her into hospital for a time, and gradually the erythrodermia 
subsided and she was now a typical case of lichen planus. 

Dr. Adamson regarded the case as a typical pityriasis rubra pilaris, typical 
in all respects except for tlie absence of follicular papules from the backs of the 
fingers. The case bore some resemblance to an acute lichen planus, and thus 
recalled the old controversy as to the relationships of pityriasis rubra pilaris of 
Devergie and Besnier, lichen i-uber acuminatus of Hebra or Kaposi, and lichen 
jdanus of Wilson. It had been finally settled towards the end of the last 
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century that pityriasis rubra pilaris and lichen ruber acuminatus were identical 
affections, distinct from lichen planus; and he felt it would be going back to 
the old confusion to call this case a combination of pityriasis rubra pilaris 
and lichen planus. The resemblance of the individual papules of pityriasis 
pilaris to the flat-topped, shiny papules of lichen planus was only apparent, and 
there was no histological resemblance. In the speaker’s opinion, pityriasis 
rubra pilaris had more affinity with psoriasis, and he had published several 
cases in which patients bad pityriasis rubra pilaris and psoriasis alternating, 
or in which the two affections occurred in one family. It was interesting to 
recall that the first recorded example of pityriasis rubra pilaris was a case 
observed in this country, in St. Bartholomew’s Hospital, in 1828, by Dr. 
Tarral; that it was communicated by Tarral to Rayer, who described it as 
a general psoriasis ; and that it was subsequently quoted by Devergie as an 
example of his new disease pityriasis rubra pilaris. 

Dr. MacLeod regarded the case as one of pityriasis rubra pilaris, and 
considered that an important point of diagnostic value against generalised 
lichen planus was the presence of well-defined clear areas in the midst of the 
eruption. 

The President (Dr. J. J. Pringle), in reply, said he thought his remarks 
scarcely warranted the construction put upon them by Dr. Adamson, as he 
had enumerated six reasons in support of his personal opinion that the case 
was a pityriasis rubra pilaris. An additional point in support of that vie^v 
was the inconsiderable amount of itching complained of. He had brought the 
case forward as one “ for diagnosis ” only with a view to stimulating dis¬ 
cussion ; and he had been rewarded by eliciting the opinion in more than one 
quarter that the case was a lichen planus. In watching its evolution while in 
hospital he had observed that the primary eruption elements were both, and 
equally typically, “ plane ” and “ acuminate.” Nor in their involution had 
any of the “acuminate” lesions become “plane.” On the other hand, no 
purplish, pigmented, conglomerate plaques, so characteristic of lichen planus, 
had formed. The case was, indeed, identical with those he remembered under 
Hebra and Kaposi in Vienna nearly forty years ago, which had given rise to 
immense confusion. It was only at the first International Congress held in 
Paris in 1889 that it was decided, to the satisfaction of a large majority of 
members, including himself, that many cases at least of the condition described 
by Hebra as lichen ruber acuminatus were identical with the pityriasis rubra 
pilaris of Devergie, and were therefore clearly distinct on clinical and patho¬ 
logical grounds from other diseases included under the term “ lichen ruber ” 
by the Vienna school. 
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Case of Sarcoid. 

By J. H. Sequeira, M.D. 

The patient, a married woman, aged 43, had enjoyed good health 
with the exception of two attacks of quinsy in her adolescence. She 
had five children alive and in good health: one died when aged 12 
months in convulsions, and she had had one stillborn child seven years 
ago. There was no history or evidence suggesting syphilis, and the 
Wassermann reaction was negative. There had been no glandular 
swellings or other sign of tuberculosis. 

In March, 1912, the patient felt a small lump about the size of a 
pea in the middle of the chin. A month or six weeks later a dark red 
patch appeared on the chin over this lump. This slowly increased, and 
in September, 1912, she consulted a medical man who thought the 
lesion was probably a cyst. She was advised to leave the tumour 
alone unless it became inflamed. In January, 1913, a similar smaller 
lump appeared to the left of the former lesion, and since then the 
growths have been slowly increasing. 

In the middle of the lower portion of the chin was a lobulated 
mass* apparently connected with the skin. The colour was purplish- 
red and the surface was smooth. The tumour on palpation felt like an 
irregular flat plate in the skin. It was freely movable over the deeper 
tissues. In March, 1913, it was the size of a florin, but when shown it 
was one-third larger, and of a generally oval shape, though the edge 
presented distinct lobulation. To the left and above this lesion there 
was a similar lesion rather larger than a sixpenny-piece. 

A portion of the tumour was excised and was reported by Dr. 
Turnbull to be a granulomatous infiltration of the skin. The lesion 
was lobviously inflammatory and there were a few giant cells in the 
section. There were no tubercle bacilli present. 

Dr. Sequeira had ventured to class the condition as a sarcoid. This 
name had been applied to several conditions. Darier and Boussy * 
described under this appellation chronic indolent neoplasms in the 
hypoderm, the lesions having no tendency to ulceration. They occurred 
most often in females aged between 30 and 40. They varied in size from 


• Archives de Med. exper. et d\inat. path.^ Par., 1906, xviii, pp. 1-50. 
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a pea to a nut and were often in nodular patches. As a rule they occurred 
on the chest, but might appear anywhere. Giant cells and lymphocytes 
were found in sections. Other lesions had a fibrous capsule. Tubercle 
bacilli had not been demonstrated. Boeck’s multiple benign sarcoid, on 
the other hand, was of two varieties : (1) A small nodular type, where 
the lesions varied in size from a millet-seed to a pea. A case called 
“ tuberculides,” but believed to be of this type, had been shown by the 
exhibitor.^ (2) A nodular type in which the lesions might be as large 
as a small nut. The swellings had a purplish tint and occurred in two, 
three, or a dozen discrete tumours on the forehead, neck, shoulders, 
limbs, &c.^ (3) The case described appeared to be more closely related 

to the second type described by Boeck, as the nodules were definitely 
intradermic. 

So far treatment had been unsatisfactory. 

The President said he had no alternative diagnosis to ofier, although 
“ sarcoid" might not be regarded as a quite satisfactory pronouncement 
nowadays. He thought tlie localisation of the lesion w'as veiw unusual; he 
had usually seen “ sarcoids ” on the limbs and trunk. 


Sarcoma of the Skin, &c., secondary to Tumour of the Foot. 

By J. H. Sequeira, M.D. 

With Report on Histology by Hubert M. Turnbull, M.D. 

J. L., AGED 41, a pale, somewhat emaciated man, was sent to the 
London Hospital on September 20 by Dr. Sydney Harper. In June, 
1914, the patient noticed an area of redness of the skin of the forehead. 
There was little swelling present at this time. Upon the supposition 
that the eruption was possibly of toxic origin, all the patient’s teeth 
were removed by a dentist, k plate was made for him, and he wrore this 
for a fortnight, and this made the gum and the upper jaw on the right 
side sore. Shortly after this soreness had developed a “ lump ” was 
noticed. At the same time the redness of the forehead increased and 
the surface became distinctly raised. The elevations were numerous 
small, pink, smooth, soft, rounded tumours clustered together “ like a 
bunch of grapes” in the middle of the forehead. These tuiuours w^ere 


' Brit. Journ, Derm., 1010, xxii, p. GO. 

- C. Boeck, ArcJiiv f. Derm. n. Syph., 1905, Ixxiii, pp. 71, 301. 
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first obvious when about the size of a small pea. They rapidly increased 
in size and two large growths developed upon the scalp over the vertex 
above the lambdoidal suture; small pink, soft growths also developed upon 
the cheeks. The distribution and general appearance in forehead and 
cheek tumours are seen in the figure taken soon after the patient’s 
admission. In addition to these there were two soft tumours in the 
scalp rather larger than walnuts. On palpation the tumours felt soft 



Case of sarcoma of the skin. 


and had a definite pseudo-fluctuation suggesting the consistence of 
over-ripe fruit. On puncture a glairy inucoid material with a little 
blood was removed. There were two tumours, apparently enlarged 
lymphatic glands, in the right popliteal space. There was a red 
swelling about the size of a walnut attached to the upper jaw on the 
right side, opposite the position of the bicuspid tooth. This swelling 
was rather harder than the forehe.ad tumours, but its surface was 
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ulcerated and a sanious discharge exuded from it. The growth here was 
large enough to cause the definite protuberance of the cheek and lip 
noticeable in the photograph. 

At first sight the growths might have been mistaken for the well- 
known endothelioma which is sometimes known as “ turban tumour.” 
Portions of the growth were removed and sent to Dr. Turnbull for 
examination. He reported the growth to be secondary deposits from 
a chondrosarcoma. In view of this opinion, the fact that the patient's 
right foot had been amputated in 1910 at 'Westminster Hospital became 
of supreme importance. Dr. Sequeira’s clinical assistant, Dr. Alderton, 
communicated with the Registrar at that institution, who very kindly 
furnished him with the following information : Syme’s amputation had 
been performed upon the right foot for an unusual swelling, which at 
first suggested tuberculosis. Portions of the soft material from the 
foot were examined in the Clinical Laboratory at Westminster Hospital 
and the report made was : Sections show small fragments of bone 
cartilage undergoing myxomatous change, small round cells, blood-clots, 
but no evidence of malignancy or tuberculosis. 


Repokt on Histologu'al E.xamin.ation uy Dr. Turnbull. 

Macroscopic .—A portion of tissue, one surface of which is covered 
with skin and measures 0'7 by 0'5 cm. Its greatest depth is 0'25 cm. 
The greater part of the outer surface is occupied by a papule. On 
section the papule corresponds to a nodule of pink, glistening tissue 
lying beneath the epidermis. Both segments embedded in paraffin. 

Microscopic .—Both sections consist of a small piece of horny skin 
in which there are a few sebaceous glands and hair-follicles. In the 
dermis, at a little distance beneath the epidermis, is a segment of a 
rounded nodule. The nodule is surrounded by a capsule of collagenous 
tissue w’hich is denser than the rest of the dermis, and contains no 
elastic fibres. Trabecuhe pass in places from this capsule and divide 
the whole incompletely into rounded lobules. There are a few 
capillaries within, or at the side of the trabeculae. The lobules have 
a mucoid matrix. In this matrix lie polygonal, round and, less 
commonly, spindle and stellate cells. The spindle and the stellate cells 
lie in the periphery. The round and polygonal cells lie at a consider¬ 
able distance from one another ; they have a relatively abundant, spongy 
protoplasm, and a small, deeply stained nucleus. In several cells there 
are two nuclei. Occasionally two cells lie together, their opposed 
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surfaces being compressed. The tissue therefore resembles mucoid car¬ 
tilage, although pericellular capsules, the characteristic of cartilage, are 
not present. The capsule round the nodule is evidently perichondrium. 
The dermis contains, therefore, portions of nodular masses of mucoid, 
atypical cartilage. There are, doubtless, secondary deposits from a 
chondrosarcoma. 


Case of (?) Xerodermia Pigmentosa of Anomalous Type ; 

(? Sun Dermatitis). 

By H. C. S.4.MUEL. 

The patient was a man, aged 39, who had never been abroad, who 
consulted the exhibitor last April. The following is a brief summary : 
The condition began over three years ago, as the patient stated, “ with 
small red spots which seemed to be below the skin; it commenced in 
the region of the chin and lower lip. This spread by degrees, and in 
about eighteen months attained its present size.” He had no recollection 
of any pustulation or irritation in the situations affected, so that a 
preceding sycosis might be excluded. Just before the condition appeared 
he lost two children in a fortnight; he personally put the condition down 
to shock from that cause. Before consulting the exhibitor he had been 
trea.ted by another medical man with drugs and ointment for fifteen 
months. He had never had any X-ray treatment or any other form of 
light treatment. He volunteered the statement, without any leading 
question being put, that wind and exposure to sun very much aggravated 
the condition. No members of his family had suffered similarly. Two 
of his children had died of whooping-cough. He had one child living 
and quite healthy, now aged 2J. 

The area occupied by the condition corresponded to the beard 
region; the upper margin on both sides was bounded by a line drawn 
from the angle of the mouth to the malar eminence and then along 
the margin of the hairy scalp to the ear. Below, the boundary ran 
horizontally outwards from the lower margin of the thyroid cartilage 
to a line drawn vertically from the posterior margin of the helix on the 
right side and from the centre of meatus on the left side. The skin 
of this area was thin, atrophic, and either dead white in colour or 
stained with brown pigment spots. The whole area was covered with 
well-marked dilated capillaries, most marked in the lower part of the 
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patch on the neck. The mucous membranes of the lips were afifected, 
but there was no obvious abnormality inside the mouth. The areas 
affected were almost devoid of hair. 

The condition reminded the exhibitor of radio-dermatitis when he 
was first consulted. The area affected was one which was most exposed 
to light, and it was sharply limited below by the upper margin of his 
collar, and the most shaded parts of his face had escaped. It thus 
suggested the importance of light rays as an a^tiological factor, but that 
there must be some other very potent cause underlying the condition 
was of course obvious. Why did his skin suddenly show this peculiar 
reaction to the sun’s rays? Dr. Gray’s original view was that the 
case was possibly a rare type of xerodermia pigmentosa (Kaposi’s disease), 
but in many ways it differed from those usually seen or described. In 
this patient it began at the age of 3(3. The majority of the cases began 
in infancy, and very exceptionally as late as the sixteenth year. This 
case differed from xerodermia pigmentosa in the sequence of events. 
The development of telangiectases was followed by atrophy and then 
by a few scattered pigmented spots, the older the lesion the m'ore 
atrophic and white was the area. 

In xerodermia pigmentosa the first thing noticed was a number of 
lentiginous spots not unlike freckles, worse in summer and tending to 
improve in winter (no such history was obtainable in this case), the 
scalp, neck, shoulders, hands and forearms being affected as well as the 
face (in this case the face alone was affected). The next event in Kaposi's 
disease was the development of telangiectases, followed by the appear¬ 
ance of irregularly scattered wdiite spots. Sooner or later some of the 
pigmented spots took on malignant changes, an excellent example of 
whicli had been shown by the President last session.^ In this case no 
similar condition was to be noted in the family, and although not neces¬ 
sarily so, yet it was often a family disease. Norman Walker relates 
the narrative of a family of daughters all of w'hom had xerodermia 
pigmentosa, although their parents, by previous marriages, had per¬ 
fectly healthy children. Although the above was Kaposi’s original 
description of the sequence of events, Duhring and others considered 
that that sequence varied. 

The atrophic stage of sclerodermia was to be considered, but the 
site, distribution, and other features of the case negatived that diagnosis. 
Could the case be one of idiopathic atrophy of the skin excited by the 
sun’s ultra-violet rays, and not connected at all wnth Kaposi’s disease ? 


' Proceedings^ 1914, vii, pp. 149-154. 
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DISCUSSION. 

Dr. Adamson said he felt convinced that the condition was an X-ray 
dermatitis, the result of a treatment for removal of the beard. It was com¬ 
prehensible that the patient should decline to admit having undergone that 
treatment for such a purpose. The area of dermatitis and of long hair had 
a sharp margin, and the distribution under the chin was obviously not the 
result of sunburn. 

Dr. Sibley also thought at first sight that it was X-ray dermatitis, but 
recently be saw, at hospital, a man in middle life who came with typical X-ray 
dermatitis on the backs of both hands, telangiectases and warty conditions, 
which had been there for ten years. The warts came off from time to time, 
leaving ulcers; and then they came back again. The man had been a stone¬ 
mason in South Africa, where he worked all day in the sun chipping marble. 
During that time his hands were constantly covered wdth marble dust. 
A brother of his had been working with him in the same line and was stated 
to have much the same condition, and the patient promised to send him to the 
hospital, but had not done so. The patient had now been in England five 
years and the condition remained stationary. He had wondered whether the 
sun’s rays acting on the skin through its covering of marble dust produced 
a chemical irritating action — i.e., a dermatitis indistinguishable from that 
caused by X-rays. Years before, the man said his face was very sensitive, 
and peeled with very little exposure. 

Dr. Gray said that possibly Dr. Adamson was right concerning the case; 
but he (Dr. Gray) admitted that he believed the patient when he said he had 
had no X-rays, and he thought the explanation advanced by Mr. Samuel was 
the only alternative. When employing the term “ xerodermia pigmentosa,” ho 
did not intend to imply that this case would run the same kind of course as 
that of Kaposi’s disease, but he had regarded all these types of cases as due to 
the sun’s rays plus some other factor, the nature of which was at present 
unknown. 

Dr. MacLeod said he did not consider that the case was one of chronic 
solar dermatitis, as the area affected was too clearly defined and avoided such 
exposed parts as the ears and the nose. 

Dr. J. H. Sequeira said that as soon as he saw the case he thought of 
X-ray dermatitis, on account of the definitely limited area, which extended 
under the chin. Telangiectases and the tendency to warty growths occurred 
in so-called ** tropical skin.” But this case did not look like that. 

Dr. A. Eddowes asked whether it would not be possible for the patient to 
damage the skin, without the application of X-rays, by using depilatories in 
excess, and so render the skin liable to dermatitis from ordinary exposure 
to weather. 
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Dore : Case of Multiple Soft Fibromata 


The President said the case was a very puzzling one. Personally, he 
could not relegate it to the category of xerodermia pigmentosa, even to the 
senile form which had been described. The most important paper on that 
subject which he remembered was by Falcao, of Lisbon, which was read at 
the Third International Congress of Dermatology in 1896,^ and in which 
a considerable number of cases were described as occurring in old age, these 
following fairly closely the course of ordinary xerodermia pigmentosa. Mr. 
Samuel had advanced his diagnosis with great hesitation, and ought not to be 
pinned down to it too firmly. He (the President) had tried hard to accept 
the patient’s statement that he had never been exposed to X-rays ; but his 
diagnosis, based upon the objective characters of the condition, coincided fully 
with Dr. Adamson’s. The distribution of the disease was not that of ordinary 
solar dermatitis, while it accurately corresponded with the area of an X-ray 
beard depilation. Possibly the mentality of the patient was that of the 
hysteric, whose motives for action and powers of concealment were often as 
remarkable as they were incomprehensible. 


Case of Multiple Soft Fibromata. 

By S. Ernest Dore, M.D. 

Patient, a boy, aged 17. There were numerous lesions, of about 
nine years’ duration, varying in size from a pin’s head to a cherry 
scattered irregularly over the trunk. The majority were small, soft 
hernia-like, hemispherical tumours of a brownish colour, but some had 
a slightly bluish tint, and there was also a large, soft, lobulated mass on 
the nape of the neck. In addition to the above, a growth the size of 
a large pea had been recently excised from the centre of the dorsal 
surface of the tongue.* A few of the tumours had disappeared sponta¬ 
neously, leaving small cavities which could be felt by the finger. There 
were no nervous phenomena and no pain or tenderness, and the tumours 
did not appear to be attached to nerve trunks or situated along the 
course of nerves. On the right side of the neck there was an oval 
patch of pigmentation which had at first sight escaped notice. The 
exhibitor asked if this case should be included in the category of 
von Becklinghausen’s disease, and whether, seeing that the tumours 
were localised congenital overgrowths of the skin, the case could not 
be classified as a systematised naevus, according to that definition of the 

' InUmaU Congr. Dermatology (Third) ^ (London, 1896), 1898, p. 280. 

Subsequent microscopical examination showed this growth to be an angioma 
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term. He ventured to protest against the grouping together of such 
diverse conditions as angioma, naevus linearis, leiomyoma, lymphangioma, 
&c., as nspvi. 


DISCUSSION. 

Mr. McDonagh said he considered the condition was a case of neuro- . 
fibromatosis, or what was sometimes called von Eecklinghausen’s disease. 
The points in favour of that view were, the bluish appearance of some of the 
lesions, the sacculation of those and the pit to be felt on pressure. Because 
the lesions appeared to be scattered anywhere on the body it did not follow 
that they were not arising in nerves, since several nerres might be affected. 

It was more common for several nerves to be affected than for several lesions 
to occur in the course of one or more nerves. The lesions usually'commenced 
in the endoneurium of the cutaneous nerves, and it was only when the lesion 
had reached a certain size that the nerve-fibres were destroyed. Degeneration 
of the newly formed fibrous tissue generally occurred, and this accounted foi’ 
the sacculation and depression left by some of the lesions. 

Dr. F. Parkes Weber said it w^as surely a question of terminology. The 
present case was one of molluscous fibromata, and whether all cases of 
molluscous fibromata were included in von Recklinghausen's disease depended 
on one's definition. In “ complete " examples of von Recklinghausen’s disease, 
according to the original description, there must also be deeper tumours, 
probably connected with the nerves, and patches of pigmentation about the 
skin like that on the right side of this patient’s neck. This boy presented only 
two of these three elements. Dr. Weber, however, considered that cases of 
molluscous fibromata ought to be regarded as incomplete cases of von Reckling¬ 
hausen's disease. Patches of cutaneous pigmentation similar to those which 
occurred in von Recklinghausen’s disease were common in persons who had no 
other sign of anything abnormal, and had then to be regarded as the simplest 
(most superficial) form of cutaneous pigment-naevus. He very frequently came 
across such patches of superficial cutaneous pigment-naevus (exactly resembling 
the cutaneous pigmentation of von Recklinghausen^s disease) on the trunk or 
limbs of patients suffering from all kinds of diseases. On inquiry, these 
patches were generally said to have been present from infancy or childhood. 

Dr. Graham Little agi*eed with t)r. Parkes Weber that while it was 
desirable to restrict the use of the term “ von Recklinghausen's disease ” to tlie 
cases in which the syndroma described by that writer was present, it was none 
the less true that in several cases one or other of tlie cardinal symptoms had 
preceded, sometimes by years, the development of the full syndroma. He had 
had cases in which fibromata had existed for a long period before pigmentation 
was noted, and other instances in which pigmentation was the first symptom, 
to be followed later by the eruption of tumours. 



16 Adamson: Case of Subcutaneous Fibrous Nodules 


The President said it was a question of nomenclature, pure and simple. 
If cases such as the present were to be accepted as instances of von Reckling¬ 
hausen’s disease, then the term “ molliisciim fibrosum ” must disappear from 
our nomenclature. 


Case of Subcutaneous Fibrous Nodules on the Face and 
Hands, for Diagnosis. 

By H. G. Adamson, M.D. 

The patient, B. W., a fruit warehouseman, aged 39, had a nodular 
condition of the upper part of the face which recalled the appearance of 
leprosy; but he had never been abroad, and on palpation the nodules 
were found to be very firm, apparently subcutaneous, and situated over 
bony enlargements. There was no redness of the skin. The nodes 
were symmetrically arranged and were situated around the orbit and at 
the sides of the bridge of the nose. At the outer extremities of the 
superciliary ridges and over the malar bones there appeared to be bony 
prominences beneath the subcutaneous nodules, and the nasal bone on 
either side was so much thickened that it gave the appearance of the 
tropical disease “ goundou.” The swellings at the side of the nose had 
begun three months ago, and the other swellings had gradually followed. 
On the backs of the first and second fingers and of the thumb of each 
hand were a few subcutaneous nodules recalling rheumatic npdules, 
except that they were rather more fixed in the skin. There was 
a considerable nodular thickening of the skin of the back of the neck 
at the level of the lower margin of the scalp. 

The patient had had pleurisy, but neither rheumatism nor rheumatic 
pains. He had had bad headaches since the swellings first appeared. 

A nodule removed from one finger felt very hard when cut into, and 
macroscopically had the appearance of fibrous tissue. Microscopically 
it was found to consist of a dense fibrous tissue, with small infiltrations 
of lymphoid cells around the blood-vessels of the upper part of the 
corium. 


DISCUSSION. 

The President said the case presented some points of resemblance to 
erythema diutinum, especially the lesions about the hands and fingers ; and 
the microscopical appearances were apparently similar. The involvement of 
bone, however, introduced a new and inexplicable factor. He hoped Dr. 
Adamson would bring the case forward again. 
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Dr. F. Pabkes Webeb said he regarded the nose enlargement as osseous. 
The condition occurred in the Tropics,‘ but it also was met with in Europe. 
He regarded it as a form of leontiasis ossea (possibly allied to “ osteitis 
fibrosa ”). 

Case of Lupus Exuberans with Miliary Lupus. 

By H. G. Adamson, M.D. 

A. H., aged 31, a stoutish, heavy woman, unmarried, presented on 
the left buttock a large, circular, sharply bordered area, of dense plate¬ 
like infiltration, which measured 14 in. across and occupied the greater 
part of the buttock. The central part of the infiltration was scarred; 
the outer part was dusky-red and flatly nodular; the extreme margin 
was ulcerated in the form of a narrow, crenated fossa, with here and 
there crusting. Beyond the main mass of infiltration were several 
smaller patches. The buttock and adjacent part of the thigh seemed 
firmer and harder than normal, and very numerous reddish-brown, 
hemp-seed-sized nodules embedded in the skin were scattered over this 
area. The patient stated that the condition had been present only 
seven months. There was a large scar on the left knee which she 
said was the remains of a similar patch which had been present seven 
years ago and which had been cured by the application of an ointment 
during several years. The exhibitor’s first diagnosis had been that of 
tertiary syphilis, which he had based on the short history, the scar 
of former healed lesions on the knee, and the punched-out, ulcerated 
edge of the infiltration. The Wassermann reaction was negative, and 
treatment by mercury and potassium iodide had no effect. Three 
weekly doses of neo-salvarsan (0'6 grm.) were also given without any 
improvement. The diagnosis of lupus now offered was probably the 
correct one. This was supported by a strongly marked cuti-reaction to 
tuberculin and by the microscopical sections (exhibited) of the lesion, 
which showed numerous large giant cells characteristic of lupus and 
unlike those found in syphilides. 

The following were noteworthy features of the condition : (1) The 
very rapid, almost sudden onset; (2) the numerous miliary nodules 


* See the description of **goundou" or ‘^anakhra" in Sir Patrick Manson’s **Tropical 
Diseases/’ 5th ed., 1914, p. 888. In regard to the fibrous nodules on the fingers in the same 
case, Sir J. Hutchinson’s remarks may be referred to, Edinburgh Med. Joum ., March, 1897, 
p. 283. 

N—6 
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beyond the main infiltration, set in an area which showed evidences 
of general cellulitis; (3) recurrent attacks of redness and swelling of 
the buttock and thigh which had been noted while the patient had 
been under observation. The first attack occurred eight days after 
the third injection of neo-salvarsan, with sudden pain in the left thigh 
and the appearance of a wide band of erythema extending right across 
the buttock in an obliquely downward direction. On the erythematous 
area were two patches of superficial vesication, and it was thought that 
this eruption might be an arsenical herpes; but one month later, after 



Lupus exuberans with miliary lupus and recurrent cellulitis. Photograph 
showing left buttock and thigh with : A, the main infiltrated mass with 
ulcerated and crusted margin ; B, miliary lesions; C, the margin of the 
exudative erythema which involved the whole area occupied by the larger 
infiltrations and by the miliary lesions. 


the patient had taken 1^ dr. of potassium iodide daily for three weeks, 
there was another sudden attack of erythema, which this time involved 
the whole of the buttock and upper part of the thigh and was separated 
from the normal skin by a sharply defined margin. The first attack 
was accompanied by sickness and headache, and the second by diarrhoea 
and vomiting and a slight rise of temperature (99*6° F.). It seemed 
probable that these two attacks of “ erythema ’’ were analogous to those 
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which occurred in connexion with leontiasis of the face and elephantiasis 
of the leg, when these two conditions were associated with lupus of 
those parts. The whole condition just described appeared to result 
from a rapid local invasion of the lymphatics by the tubercle bacillus, 
and the nodular infiltration, the scattered miliary nodules and the 
recurrent erythema were the reactions to this massive invasion. 

The case recalled one type of miliary lupus described by Kaposi 
which should not be confused with the more general infection, multiple 
lupus, which had also been called miliary lupus. 

DISCUSSION. 

Dr. A. Eddowes said he bad had a similar case, in which the whole 
buttock on one side was affected. His patient was very broken down in 
health, and had lupus in other parts of the body also. The lupus process 
seemed to flourish better on the buttock than anywhere else. He divided the 
areas involved into three sections, and injected different salts of mercury into 
them, and all the areas did uniformly well. He suggested the local injection 
of mercury in this case, dressing externally with the yellow oxide of mercury 
ointment. 

Dr. J. H. Seqxjeiba said it was difficult to treat these rapidly spreading 
cases of lupus, and it was a question whether it would not be worth while 
to try tuberculin ; though he did not expect much benefit from it. In chronic 
cases be bad discarded its use. 

Dr. Adamson replied that his experience with tuberculin in Ippus had been 
so bad that be had determined not to use it again. Although marked improve¬ 
ment had resulted in many cases for a time all had eventually gone to the bad. 


Cultures of Favus. 

By George Pernet, M.D. 

These cultures from the two cases of favus (mother and child) 
brought before the Section in June last ‘ were made by Dr. Elworthy, 
Pathologist to the West London Hospital, to whom Dr. Pemet was 
indebted for the trouble he had taken in the matter. The cultures 
were as follows: (1) On Sabouraud’s maltose agar; (2) glycerine 

agar (4-10 Eyre); and also on (3) glycerine broth (+10 Eyre). The 
last named was of special interest; it was white, and anemone-like. 

’ Pemet, Brit» Joum. Derm.^ 1914, xxvi, pp. 824, 326; also Proceedings, 1914, vii, p. 262. 
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Pernet: Cultures from Case of Tinea Circinata 


Cultures {Trichophyton sulphureum) from a Case of Tinea 

Circinata. 

By George Pernet, M.D. 

These cultures were also made by Dr, Elworthy, They were pale 
yellow on Sabouraud’s maltose agar. The patient was a girl, aged 9, 
who attended the West London Hospital on July 17, 1914, for a large 
circinate ringworm on the left wrist. The circinate lesions tended 
to form imperfect circles within the outer ring, which measured about 
3 in. in diameter. There was no history obtainable of contact with 
animals. The fungus demonstrated at the time was made up of long 
branching mycelium. Dr. Pernet had found in his notes a case of 
tinea cruris (from the Cape) in an adult man from which he bad 
obtained, in 1899, a pale yellow culture of a trichophyton on Sahouraud’s 
medium. On potato the culture was also pale yellow. In the present 
case the fimgus appeared to be the Trichophyton sulphureum. 


Case of Lichen Planus. 

By E. G. Graham Little, M.D. 

The patient was a woman, aged about 40, in whom the eruption was 
somewhat peculiar, in that it consisted almost wholly of hypertrophic 
nodular lesions, the size of a threepenny-piece, thickly distributed over 
the dorsum of both feet and the lower third of the leg, much less 
thickly on the inner side of the knees and still more sparsely on the 
dorsum of the hands. There were in addition a very few, but quite 
t}q)ical flat small papules, characteristic of lichen planus, on the wrists 
and on the inner surface of the knees. There was no affection of 
mucous membranes. The condition had lasted for about six months, 
and there was intolerable itching. She had been under the treatment 
of Dr. Ronald Carter, who had been good enough to allow the exhibition 
of the patient. 
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Case of Lichen Spinulosus, with Atrophy ; (?) Tuberculide. 
By Henry MacCormac, M.B. 

Patient, a male, aged 22. There was no family history of tuber¬ 
culosis nor had the patient suffered from any previous illness. At the 
present time he had a urethritis of recent origin (gonococcal). The 
disease was stated to have begun on the left side of the forehead two 
years ago, as a “ scar ” attributed to rubbing from a hat-band. When he 
was first seen by the exhibitor some three weeks previously the forehead 
lesion consisted of a central atrophic area, slightly reddened, about the 
size of a shilling-piece, fringed with dark homy plugs which had since 
disappeared in consequence of the local application of salicylic acid. 
There was a similar but smaller lesion on the forehead close to the 
primary plaque, while on the back of the hairy scalp another was 
present. On other parts of the body, especially the left buttock, there 
were patches of follicular keratosis but without atrophy. As then seen 
the lesions on the forehead and scalp suggested lupus erythematosus. 
The buttock lesions were related to the scalp condition in their 
common possession of a follicular keratosis. Possibly the whole con¬ 
dition was a tuberculide. 


DISCUSSION. 

The President observed that the case was an important and delicate 
one. No doubt the cicatricial patches on the face bore a superficial, but, as he 
thought, a misleading resemblance to erythematous lupus. Nor could he con¬ 
sider the scarred patch on the scalp, which still manifested spinous lesions, as 
an instance of lupus erythematosus. True lichen spinulosus—as understood in 
this country—was so frequently associated with lichen planus that he bad come 
to consider it as a congener or variant of that disease; although he had 
looked for it in the patient exhibited without success, he would not be sur¬ 
prised if it subsequently developed. He thought the patches about the patient’s 
hips were true lichen spinulosus and not lichenoid tuberculides which bad 
become unusually spinous. On the other hand, be distinctly remembered one 
or two instances of typical lichen spinulosus on the scalp (although not on the 
face) which necrosed, leaving scars. Therefore, although he was one of the few 
British dermatologists who firmly adhered to the view that lupus erythematosus 
was in some sense a tuberculous disease, he could not consider the case shown 
as supporting that view. 



22 Gibbs : Case of Keratodermia Blenorrhagica 

Dr. Morrelle (Brussels) remarked that he had seen and reported a 
similar case in Belgium. 

Dr. Adamson agreed that the case was a very interesting one. When he 
first saw it he thought it was lupus erythematosus, though it was not typical 
of that disease, either in distribution or appearance. But when he saw the 
groups of lichen spinulosus-like lesions his view was that it was a tuberculide— 
lichen scrofulosorum. The case ought not to be used as an argument in favour 
of lupus erythematosus being a tuberculide, because it was not typical lupus 
erythematosus. He was of opinion that lupus erythematosus was not tuber¬ 
culous. In the majority of published examples of association of lupus erythe¬ 
matosus with tuberculous lesions the supposed lupus erythematosus was not 
typical. He had brought a case before the Section of lupus erythematosus on 
the forehead and lupus vulgaris on the body. Afterwards it turned out that 
the whole condition was lupus vulgaris.^ 

Dr. Galloway said he agreed with the remarks of Dr. Adamson; that 
was the view of the diagnosis he would be inclined to take. 

Dr. MacCormac, replying to the President, said he thought the great 
majority of cases of both lichen spinulosus and lupus erythematosus were of 
the nature of tuberculides. The case exhibited showed areas of atrophy 
closely resembling lupus erythematosus, together with definite patches of lichen 
spinulosus, and the two conditions were combined together in places. It 
might be regarded as a mixture of two varieties of tuberculide. If one inquired 
about the family of patients with lupus erythematosus there was almost 
invariably a history of tuberculosis. 

Case of Keratodermia Blenorrhagica. 

By Charles Gibbs, F.K.C.S. 

L. R., AGED 34, was admitted to hospital on September 21, 1914. 
His history was as follows: About five months ago he had connexion 
with a strange woman. A month afterwards his right ankle became 
swollen and painful. The order in which other joints became involved 
was as follows: (1) Left ankle-joint, fifteen days after; (2) the right 
knee, hip, left knee, left shoulder, and right wrist afterwards. Two 
months after the connexion he noticed a discharge from his penis. 
During the last week of August he noticed a small pimple about the 
size of a split pea on the outer border of the dorsum of the right foot 
nearer the heel than the toes. It was hard, and was neither itchy nor 


Proceedings, 1913-14, vii, p. 21. 
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painful. He scratched it, but no fluid came out of it. Later, it went 
on enlarging, till by now it had become as large as a half-crown. This 
pimple was followed by a crop of eruptions. These were more marked 
on the soles of the feet than on any other part of the body, and more 
so on the balls of the toes than anywhere else on the sole. These 
eruptions were very close together and " appeared like mountain' peaks 
on a relief map.” They were also present in the clefts of the toes. 
The rest of the soles was covered with shining whitish scales. The 
area of eruption had a dark purplish colour. As regards the dorsa of 
the feet, there were ten discrete eruptions on the right dorsum. One of 
these was soft, and when punctured sebaceous matter was squeezed out 
of it. On the dorsum of the left foot there were eruptions on the great 
toe, fourth and fifth toes. Both the legs were covered with eruptions, 
more marked on both shins, but these eruptions were different in 
appearance to those on feet. The characters of the eruptions on feet 
were as follows: They were hard and nodular. These nodules, which 
were of dark brown colour, were made up of horny material which 
was concentrically arranged; each of these nodules was surrounded by 
a narrow zone of hypersemia. The intervening area was covered with 
brown parchment-like thickening of the epidermis. The characters of 
the eruptions on the legs were those of discrete papules which faded 
away on pressure; some of these were covered with dry scales; they 
were much smaller in size than those on the feet; they also lacked 
the firmness and hardness so well marked in eruptions on feet. The - 
eruptions on the groin and pubis partook of the nature of the eruption 
on legs, except that they were few and far between. There were three 
on the right hand: they were more or less similar to those on feet. 
Left hand and body were free. 

Patient denied ever having suffered from syphilis. Wassermann’s 
reaction was negative. He had slight granular pharyngitis. On 
bacteriological examination his urine was found to contain some 
gonococci and streptococci. 


DISCUSSION. 

Dr. Galloway said that Mr. Gibbs had spoken to him about this unusual 
case before presenting the patient to the Section. It would be agreed by all 
that the clinical relationship existing between this peculiar type of cutaneous 
disease and certain debilitated sufferers from gonorrhoea and its consequences 
was sufficient to warrant the use of the name keratodermia blenorrhagica. 
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Gibbs: Case of Keratodermia Blenorrhagica 


He would like to know if there was direct bacteriological evidence that the 
remarkable keratodermic lesions were produced by gonococci. Had gonococci 
been seen or cultivated from the cutaneous lesions ? 

The President said his experience of gonorrhoeal keratodermia was very 
small. He thought it was unusual to have a lesion on the hand such as this 
patient had. He did not question the diagnosis, and saw no reason for 
suspecting any causation or complication by drugs, as had been suggested. 
The condition of the soles was identical with what he had seen in three 
cases, all of whom had profound toxaemia and gonorrhoeal arthritis, and 
were altogether very ill. The reported results of treatment by vaccines were 
encouraging. 

Dr. Graham Little said he had had under his observation three cases 
of this rare affection, and had contributed the third case to be recorded in this 
country in 1910. The appearances in one of these cases had been somewhat 
similar to the present case, especially in the warty aspect of the lesions; the 
distribution in one case had also been similar, the elbows, knees, and the 
dorsa of the hands and feet being affected. In this instance the diagnosis 
of “ psoriasis ” had been suggested by the practitioner in charge. All these 
cases had been treated by injections of gonococcal vaccine, and this therapy 
had been quite successful. In all the cases arthritis had been a notable 
feature, and it was curious that the urethral discharge was non-existent when 
the skin became affected. 
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November 19, 1914. 

Dr. J. J. Peingle, President of the Section, in the Chair. 


Case of Lupus Pernio. 

By P. S. Abbaham, M.D. 

J. T., MALE, aged 22, diamond cutter. Had always been subject to 
chilblains. Duration of disease, seven or eight years. About seven or 
eight years ago he noticed thickening of the fingers with painful and stiff 
joints. The fingers had become very painful during the last few years, 
especially in cold or in very hot weather. A year ago the nose developed 
red spots at the tip, which were treated last winter by Dr. Poirier with 
the cautery. The raised patch on the hand appeared two months ago, 
since coming to England. His father had died of rapid phthisis at the 
age of 63. A sister was delicate, but other members of the family were 
healthy. He was born at Petrograd, of Jewish parentage, but had lived 
in Antwerp for the last ten years. His case seemed to have puzzled 
the Belgian physicians, but in the opinion of Dr. Dubois-Havenith the 
affection was tuberculous. The question might arise as to its being of 
the nature of Weir Mitchell’s “ erythromelalgia,” which had been not 
infrequently observed in America in Jewish youths; or, perhaps, of 
the affection of the lower extremities described in this country by 
Dr. Parkes Weber.' 

Dr. Abraham added that, in his opinion, the lesions were of the 
character of “ lupus pernio.” 


D—7 
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DISCUSSION. 

The President (Dr. J. J. Pringle) regarded the case as a quite character- 
istic example of the condition first described by Sir Jonathan Hutchinson in 
this country as lupus pernio, a name afterwards adopted by Besnier and others 
on the Continent. It was typical in that the patient had very marked chilblain 
circulation with acro-asphyxia, and in the middle of the asphyxial areas there 
were patches and nodules of lupus. He asked Fellows present for their 
experience as to the ultimate course and duration of these cases, which he, 
personally, had been unable to follow out satisfactorily. Some of those he 
had seen had become sclerodactylic and gangrenous ; but these conditions 
were referable more to the circulatory disturbance than to the tuberculous 
element. 

Dr. Adamson agreed that the case was a typical example of lupus pernio. 
The disease was apparently very rare in this country. He had seen, on several 
occasions, a case which was under the care of Dr. Colcott Fox, in which the 
diagnosis had been originally made by Besnier, who had very carefully 
studied the disease. The condition of the fingers in that case was exactly 
as in this patient. The considerable enlargement of the distal part of the 
affected fingers and the dusky, purplish colour of the swelling were character¬ 
istic. The red-brown nodules of lupus were only seen on close inspection or 
on firm glass-pressure. Their presence was masked by the general infiltration. 
As to prognosis, the case referred to had been under observation for many 
years, and there had been little change beyond some slight diminution of 
some of the lesions under X-ray treatment and the appearance of fresh lesions 
in other parts. Another case under the care of Dr. Horton-Smith Hartley, in 
which nearly all the fingers and toes and the nose and ears were involved, 
had succumbed to acute pulmonary tuberculosis. 

Dr. Sequeira said that, in this type of case, he had found the greatest 
benefit follow static baths, taken to improve the circulation. 
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Case of a Peculiar Non-pigmented Soft Mole. 

By J. M. H. MacLeod, M.D. 

Male infant, aged 6 months. The mole was situated on the left 
side of the scalp just above the left ear. It was oblong in shape,, 
measured in. in length and \ in. in breadth, was raised about 1 mm^ 
above the surface of the skin, hairless, non-pigmented, and presented 
a yellowish waxy appearance. Its peculiarity was that the surface was 
rugose, being split up by a series of transverse grooves, roughly parallel 
to each other, at intervals of about 2 mm. The nssvus was observed at 
birth. There were no other congenital abnormalities. 


DISCUSSION. 

Dr. Whitfield said he had no doubt the lesion was a soft mole. What 
interested him in these cases was the question of alleged maternal impressions. 
There was no real evidence of such impression in this case, but it was 
interesting to notice how readily one could be elicited. The mother, when 
the child had been four and a half months in utero, thought a motor vehicle 
was going to run over her, and the appearance of the mole was curiously like 
the markings on a Prowodnik tyre. 

Dr. Sequeira said* he had seen a mole of this type on the frontal area^ 
which illustrated an interesting fact brought out by Dr. Warner that these 
congenital deficiencies were often multiple, as the child also had a coloboma 
on the same side. 

Dr. Graham Little agreed with Dr. MacLeod that these cases were 
uncommon; he had, never seen one quite like it. 

Dr. Abraham, discussing the subject of maternal impressions, related the 
case of a man in Dublin who had behaved badly to several women, one of 
whom badly scarred his face by throwing acid over it. At about the same 
time another woman gave birth to a child by him. This child had a straw¬ 
berry mark on the same side of the face as the injury on the father’s face; 
but, unfortunately for the “ maternal impression ” theory, the child was born 
three days before the vitriol was thrown! 
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Case of Keratosis Follicularis Spinulosa (Lichen Spinulosus) 

in a Girl, aged 8. 

By S. E. Dobe, M.D. 

Two years ago the mother noticed a roughening of the skin of the 
child’s elhows immediately following an attack of pneumonia. The 
neck and body became affected about the same time, but there was no 
appreciable change in the condition until six weeks ago, when several 
fresh patches appeared. The eruption was seen in its most charac¬ 
teristic form on the back of the neck on each side of the middle line, 
where there were symmetrical patches consisting of closely aggregated 
follicular papules with projecting filiform spines. On the back of the 
elbows, and to a less extent on the knees, the follicles were dilated and 
centred by a horny plug, and all the follicles on the extensor surfaces of 
the forearms and legs were unduly prominent, causing nutmeg-grater 
roughening of the skin. There were numerous minute dome-shaped 
follicular papules, either single or in patches, scattered over the back 
and thighs, especially in the trochanteric regions, and a few on the 
abdomen ; there was no definite whorl arrangement. These papules 
were for the most part skin-coloured, a few being reddened apparently 
from temporary local irritation. Itching was very slight. The child 
was in other respects healthy, and there was no evidence of tuberculosis; 
her Wassermann reaction was negative. The mother had had six 
children, of whom two had died ; but none had suffered from a similar 
complaint, and there was no history of ichthyosis. 

The exhibitor drew attention to the fact that the complaint had 
followed an exanthematic fever in at least two of the recorded cases, 
and also suggested that external irritation might be a causative factor 
as in the case of multiple comedo and folliculitis following the applica¬ 
tion of grease to the skin. He had recently seen a case of lichen 
spinulosus of a fortnight’s duration in a young woman which was 
attributed to wearing furs round the neck. 

DISCUSSION. 

The President reminded members that at the last meeting Dr. 
MacCormac brought forward a case which was apt to give rise to confusion 
between two conditions which lie (the President) considered to be completely 



Dermatological Section 


29 


distinct. One was true lichen spinulosus, of which the present case was an 
example, and the other was a tuberculide which became spinous. He waa 
inclined to think the French dermatologists did not recognise the condition 
presented by the patient, though they knew spinous tuberculides very well. 
He agreed with Dr. Dore that in this case there was no evidence of 
tuberculosis. 

Dr. Adamson agreed with the diagnosis of lichen spinulosus. He was 
opposed to the view that lichen spinulosus was merely a form of lichen 
scrofulosorum. Dr. Colcott Fox had frequently called attention to the fact 
that there were several eruptions in which there might occur patches of 
grouped follicular spines—namely, lichen spinulosus, lichen scrofulosorum, the 
small follicular syphilide, and certain forms of seborrhoeic dermatitis. And 
he had pointed out that these eruptions, though easily confused, were 
aetiologically distinct. In the speaker’s opinion lichen spinulosus was not 
a tuberculide but an affection nearly related to lichen planus. Indeed, 
lichen spinulosus in an adult always indicated that the patient had had or 
was going to have lichen planus, if it were not already present. In children 
the same association had been noted, though lichen spinulosus occurred 
often in children, without planus lesions, possibly because lichen planus 
was so rare in childhood. Dr. MacLeod had lately shown a child with 
co-existent lichen spinulosus and lichen planus.* 

Dr. Whitfield said that he agreed with the diagnosis, and he also 
thought Dr. Dore was quite right in his idea that local irritation was 
a factor in the distribution of the spines. He thought there was a special 
susceptibility of the skin which caused it to react to slight irritants by an 
over-production of homy material. In this case the localisation of the spines 
on the neck was highly suggestive of the friction of the neck-band. The 
spines were more pronounced on the sides of the neck than on the back or 
the front, and this was the case with the ordinary pigmentation which was 
present on the necks of most men who wore stiff collars. In addition to the 
number of diseases which had already been enumerated by other speakers as 
productive of little spines he might add the so-called dry seborrhoeic eczema. 
This was a disease strongly emphasised by Dr. Colcott Fox, and it was 
sometimes very diflScult to distinguish seborrhoeic eczema with spines from 
lichen scrofulosorum, as the papule formation and ring and disk grouping 
were present in both. The form of seborrhoeic eczema with spines had only 
been seen by Dr. Whitfield in children. What it really came to was this— 
namely, that any chronic disease of the lanugo hair-follicle was liable to be 
associated with spine formation. He was also in provisional agreement with 
Dr. Adamson in the idea that lichen spinulosus was a phase of lichen planus. 
It was, of course, almost impossible to prove that this was so in every case, 
but it was certainly true of the majority of cases. As regards the question 


* Proceedings^ 1914, vii, p. 57. 
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of lichen spinulosus, pityriasis rubra pilaris and the acuminate papule of 
lichen planus he might say this: Dr. Graham Little had told them that 
microscopically the papule of lichen spinulosus resembled that of pityriasis 
rubra pilaris. He (Dr. Whitfield) had not had the opportunity of examining 
a papule of lichen spinulosus, but he had examined papules from the folli¬ 
cular lesions of pityriasis rubra pilaris, and from the follicular papule in one 
of Dr. Colcott Fox’s cases of follicular lichen planus. To him they were 
quite indistinguishable; he could easily distinguish the plane lesions in these 
two diseases, since the plane lesion of pityriasis rubra pilaris resembled that 
of psoriasis, while that of lichen planus was of course a papillary infiltration; 
but the follicular lesions of the two diseases were indistinguishable. This 
being so it was probable, from what Dr. Little had said, that the papule of 
lichen spinulosus strongly resembled that of lichen piano-pilaris. As regards 
the comedo, he thought this was a different lesion, since it was more in the 
nature of a cork in the follicle, while in these other diseases it was rather a 
hyjDerkeratotic collar or funnel in the neck of the follicle, and he did not think 
the two lesions were produced in the same way. 

Dr. Graham Little did not agree with the view that lichen spinulosus 
had any connexion with lichen planus. Histologically lichen spinulosus and 
lichen planus had very characteristic individual features which were not even 
alike. The nearest histological analogy to lichen spinulosus was pityriasis 
rubra pilaris, which he also regarded as totally distinct and unconnected wdth 
lichen planus. 


Case of Psoriasis, Onychogryphosi's, and Rheumatoid 

Arthritis. 

By W. Knowsley Sibley, M.D. 

The patient was a single woman, aged 24, a tailoress by occupation, 
who had always been rather delicate. Her father was stated to have 
died from consumption at the age of 60 ; her mother was living and 
well. There were seven other children in the family, who w-ere all 
in quite good health. There was no history of rheumatism, nor of 
psoriasis in the family. The patient had a slight presystolic mitral 
murmur, and a rather hectic flush on the cheeks. She was very thin, 
and was suffering from a rather extensive gingivitis. The psoriasis 
first appeared eight years ago, and commenced in the neighbourhood 
of the larger joints—viz., the ankles, knees, wrist, and elbows. At the 
present time there was an extensive scaly eruption over both the 
trunk and limbs. 
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Three years ago the toe-nails became affected; the change com¬ 
menced in the great toe-nails and shortly afterwards all the toe-nails 
became involved to varying degrees. The nails became very thick and 
hard, so that it was impossible for the patient to cut them, and they 
had therefore been allowed to grow uninterfered with ever since. At 
the present time the nail of the right great toe formed a horn some 
4 in. in length, which had taken a complete curve round the nail of 
the second toe, which was itself considerably hypertrophied, the nail 



Psoriasis and onychogryphosis. 

had made almost a complete circle, and the free end pressed against 
the side of its own toe. The remaining nails varied from 1 in. to 
2 in. in length, and were all more or less curved and folded one over 
the other. 

The nails of the fingers were also considerably affected with 
psoriasis, especially those of the thumbs, which had become very much 
thickened at the free ends, and at the present time presented the 
more or less typical characters of the condition described as psoriasis 
of the nails. 

The hypertrophied toe-nails were very hard and horny, the nail 
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substance had become opaque, the surface rough and irregular, and the 
colour varied from dirty yellowish straw to brown, while the finger¬ 
nails were distinctly blackish in appearance. 

Three years ago the patient suffered from rheumatic pains in the 
legs and thighs; for the last twelve months the rheumatic condition had 
become much worse, especially in the hands, ankles, and neck. On the 
right hand there was considerable painful swelling of the middle joint of 
the thumb, and the proximal joints of the index, middle and ring fingers. 
On the left hand the little finger and the hypothenar eminence were 
affected. The joints which were attacked presented the typical cylin¬ 
drical swellings of rheumatoid changes. In addition to the rheumatoid 
arthritis, the interest in the case consisted in the extreme hypertrophy 
and overgrowth—onychogryphosis of the toe-nails, which formed horns 
varying in length from 1 in. to 4 in., the longer ones were curved as 
shown in the photograph (p. 31). Radcliffe Crocker, in speaking of 
the aetiology of psoriasis, wrote, ‘‘ Rheumatoid arthritis and the other 
arthropathies are also factors, and in such cases the nails are very 
frequently affected, and in the rheumatoid cases there is a great 
heaping up of the scales at points of pressure.’’ This case certainly 
illustrated in a remarkable way the affection of the nails of the toes, 
and more recently also those of the fingers. 

DISCUSSION. 

The President said the case was an extremely remarkable one. He had 
had the fortune to see a few cases of toe-nails in a condition similar to this, 
which was called onychogryphosis, but he had never seen them in association 
with psoriasis. As Dr. Sibley said, the affection of the finger-nails w^as 
typically localised in the sub-ungual tissue, and he would call the condition of 
the patient’s finger-nails typical psoriasis. He did not doubt that the toe-nail 
condition was a very exaggerated degree of the same condition as existed in 
the finger-nails, the disease having begun in the usual manner in the nail-bed 
and thence having invaded the nail substance proper. He was previously 
unaware of any relationship between onychogryphosis and psoriasis, and he 
would be glad to hear if anyone present had had any experience of cases 
similar to that exhibited. 

Dr. Pernet said he did not remember haviijg seen such marked onycho¬ 
gryphosis associated with psoriasis in so young a patient. He had had under 
obseiwation several patients in whom psoriasis was associated with rheumatoid 
arthritis. In such, the psoriasis lesions were usually of the inflammatory or 
very congested type, and obstinate. Rest in bed, feeding up, and salicin he 
had found the best line of treatment. 
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Dr. Whitfield said that he had not seen onychogryphosis as the result 
of psoriasis before. He would point out that the loosening of the nail-plate 
from the bed was not produced in the same way as the onychogryphosis. 
The former was produced by a psoriasis papule occurring in the nail-bed, while 
the latter was produced by the affection of the matrix. The matrix could be 
affected either by the extension of the disease from the posterior nail-fold or 
by its extension from the tip of the finger along the nail-bed, but until the 
matrix was affected the loosened nail-plate would remain smooth, as was 
the case with the fingers of this patient, while the nails of the toes where 
the matrix also was affected were transversely ribbed and deformed. The 
case was one of rheumatoid arthritis of the small joint type, and apparently 
was associated with a toxaemia. This being so Dr. Whitfield would suggest, if 
Dr. Sibley had no particular treatment in view, that he should take the case 
in and administer creosote in the largest doses that the patient could tolerate. 
He had introduced this treatment some years ago, and had some success with 
it, but had not published any account because the percentage of successes was 
too small; but this was the type of case in which he had seen benefit most 
often. The successful cases had not been mere instances of the capricious 
disappearance of the eruption, as he had once or twice removed obstinate 
eruptions of more than seven years’ duration. He had tried guaiacol carbonate 
as being less nasty, but had never had any success with it. 

Dr. Eddowes suggested that the toe-nails were most commonly damaged 
in the matrix by wearing short boots. The nail was thrust back with each 
step. He once saw nails as big as these; the patient was very poor, and wore 
any boots she could get, and generally they were too short tor her. Her nails 
were supposed to have grown twenty-five years without being cut. They were, 
on each great toe, curled up like a ram’s horns. 

Mr. Samuel asked whether Dr. Sibley considered that the osteo-arthritis 
in this case was an aetiological factor in the production of the psoriasis. He 
understood the psoriasis in this patient had been in existence eight years, while 
the osteo-arthritis was of recent origin. 

Dr. Midelton said he saw many cases of arthritis deformans, and ffor 
a long time there had been considered to be some association between that 
condition and psoriasis. His view was that there was no such association, at 
least to any great extent: The same toxin might cause both the joint and the 
skin condition, and measures directed to counteracting the toxin would clear 
both up. For many years he had advocated counter-irritation for these 
conditions; this treatment was first brought forward by Dr. Latham, of 
Cambridge. 

Dr. Sibley replied that the only treatment for these very much hyper¬ 
trophied nails was complete evulsion, though he did not know what the 
ultimate result would be. He was obliged for Dr. Whitfield’s suggestion as 
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to creosote, and he might try it later. The patient had just commenced the 
intensive iodine treatment, and she said that already the pains were much less. 
There was undoubtedly an association between psoriasis and rheumatic con¬ 
ditions— not necessarily rheumatoid arthritis — and he was sure that this 
connexion existed in a ■ large number of fairly healthy young people who bad 
psoriasis. 


Case of Lichen Plano-pilaris. 

By J. H. Sequeiea, M.D. 

The patient, a single woman, aged 36, was sent to the London 
Hospital, by Dr. Newby Smith. She worked as a dressmaker, and 
beyond the usual infantile ailments had enjoyed good health. The 
family history was negative. In December, 1913, she stated that she 
felt unwell, and her hair began to fall. In July, 1914, her hands 
became affected, the backs first showing red spots and finally becoming 
scaly. A few spots also appeared on the abdomen. In September, 
1914, the eruption came out widely, involving the whole of the body, 
limbs and face. In October the palms of the hands became rough and 
bard. There was no evidence of visceral disease. When shown at the 
meeting the patient had extensive lichen planus of the common type 
on the legs, forearms and trunk. The hands were also affected, the 
palms especially being keratotic and showing under the lens pin-head¬ 
sized depressions in the scaly surface. There were some curious 
pigmentary spots, the size of split peas, on the forehead, nose and 
chin; these were of a brown colour, definitely raised above the surface, 
and, apparently, of the same nature as the rest of the eruption. At 
the nape of the neck and on the shoulders there was an extensive 
eruption of closely set acuminate papules, presenting typical pointed 
horny plugs. The buccal mucosa showed characteristic lesions of 
lichen planus. The case was an unusually severe example of the 
type which had been described by the President as lichen plano- 
pilaris. 
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DISCUSSION. 

The President considered the case the severest and most extensive 
example of the disease, which he had originally described as lichen plano- 
pilaris, he had ever seen. It was absolutely characteristic in the association 
of typical lichen planus with typical lichen pilaris lesions with horny plugs; 
and this association supported the views of himself and others as to the 
intimate, essential connexion between the two diseases. The case was, of 
course, different from the one he showed at the last meeting, which was one of 
pityriasis rubra pilaris, with a large proportion of plane lesions. In the present 
case the affection of the mouth was very characteristic, and would dispel any 
doubts as to the diagnosis. 

Dr. Graham Little did not think that the accidental occurrence of lichen 
planus either synchronously with or following upon lichen spinulosus, which 
he had never seen happening in his own experience, and the recorded cases of 
which were excessively infrequent, warranted the assumption that the diseases 
were connected. The histology of pityriasis rubra pilaris was unlike the 
histology of lichen planus, but was very like the histology of lichen spinulosus, 
therefore the latter was unlike lichen planus. If it was contended that 
all acuminate lesions of lichen planus—and acuminate lesions were a well- 
accepted clinical form of lichen planus—were to be regarded as instances of 
lichen spinulosus, then there was no more to be said. But this was not 
contended. It was excessively diflBcult to differentiate follicular spinous 
papules, and he regarded it as probable that the very few instances in which 
lichen spinulosus had been noted as occurring in connexion with lichen 
planus were really instances of perhaps unusual acuminate forms of lichen 
planus simulating the lesions of lichen spinulosus. 

The President said that the acuminate lichen of the Vienna school was 
now, by common consent, regarded as identical with the pityriasis rubra pilaris 
of Devergie, and, although a considerable number of acuminate papules were 
often present in typical lichen planus their histological characters were different 
from those of the acuminate lesion of Devergie’s disease. But in cases of 
lichen spinulosus he believed one could frequently find concomitant lichen 
planus papules, or the patient subsequently had attacks of lichen planus. 
This case was a perfect example of the association. 

Dr. Adamson said he regarded the case as an example of lichen spinulosus 
and lichen planus occurring in the same patient, and it illustrated his view 
that lichen planus and lichen spinulosus were the same or closely related 
Conditions. 

Dr. Pernet said that from the clinical point of view he considered tlu.t 
lichen planus and lichen spinulosus were separate diseases. He regarded the 
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fact of their coincidence in one patient as accidental. In his experience, lichen 
spinulosus was more frequently met with in young adults and children, but 
that the two conditions were often associated had not been his experience. 

Dr. A. Eddowes thought the President’s name excellent for this complaint. 
Many of the lesions were found to be confined to the orifices of the sweat 
apparatus. In some chronic cases of lichen planus he had been fortunate 
enough to cut the section in such a way as to show the keratosis invading the 
hair-follicle ; and it was not uncommon, even in rather acute cases of lichen 
planus on the limbs and body, to find little spines. This case was a slight 
development of what he had seen going on to a verrucose kind of lichen planus, 
so altered as to become, here and there, large granulomata, looking, when 
ulcerated, like granuloma fungoides. In that state it was scarcely recognisable 
as lichen planus at all; but on resolution the plane papules reappeared and 
cleared up all doubt. 


Case of Rodent Ulcer. 

By Alfbed Eddowes, M.D. 

Mrs. E., aged 56, had been suffering from rodent ulcer for over 
ten years. Two years ago her blood had been examined and the 
suggestion was made that she should have a series of twelve sub¬ 
cutaneous injections (presumably salvarsan). Carbon dioxide snow was 
applied fifteen months ago. Suggestions as to treatment were invited 
from Fellows, as excision would be a formidable operation. 

DISCUSSION. 

Dr. MacLeod considered that, owing to the position of the ulcer at the 
inner canthus of the eye, a radical excision was not practicable and believed 
that the best treatment for it was by radium. He had treated a number of 
cases of rodent ulcer with carbon dioxide snow but had not, so far, obtained a 
satisfactory result from that method, as recurrences had invariably taken place. 

Dr. Graham Little had seen a series of cases of rodent ulcer of the eye¬ 
lid, treated with carbon dioxide snow, both by himself and by his colleague, 
Mr. Leslie Paton, who had recently shown a number of excellent results of 
this treatment at the Harveian Society. He was personally satisfied, and so 
was Mr. Paton, that the method was a most useful one in the treatment of 
rodent ulcer in this position as well as elsew’here. His opinion of its general 
utility in rodent ulcer was founded on a long series of cases which had been 
kept under observation during the past four years, in which recurrences had 
been no more freqnent than with any other method. 
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Dr. Sibley agreed that the snow would heal these cases up, but it required 
X-rays to cure them; otherwise in a few months they broke down again 
unless full doses of X-rays were applied for some half-a-dozen times at one- 
month intervals. 

Dr. Sequeira said he was not favourably impressed with the treatment 
of these cases with carbon dioxide snow. He had had a number of patients 
sent on to him after that treatment for the application of other measures, and 
he preferred to treat this type of rodent ulcer by radium. He had a case of 
the kind on the lower eyelid cured in 1903, and it had remained well ever since. 

Dr. Pernet agreed there was frequently a recurrence of rodent ulcer after 
a time when carbon dioxide snow had been applied. Whatever treatment 
was employed, the case should be followed up, especially in old people, for 
recurrences. 

The President said he mentioned to Dr. Eddowes before the meeting that 
the application of large doses of radium was much the most satisfactory 
method of procedure in rodent ulcers in the situation of the patient’s lesion. 
As well as producing more permanent wsults, it was also handier to use. 


Case of Papulo-necrotic Tuberculide. 

By E. G. Gbaham Little, M.D. 

This case was of the type described by Colcott Fox as acne 
scrofulosa. The patient was a woman, aged 35, who was now under 
treatment for pulmonary phthisis, and had had several operations for 
removal of tuberculous glands from the neck, where, however, there 
were still numerous large and bard glandular enlargements. She also 
gave a remarkable family history of tuberculous affections. The skin 
eruption had shown itself four years previously, and had persisted 
since then. At the present time there was a very widespread rash of 
typical acneiform necrotic papules distributed especially thickly on the 
buttocks, the legs, and the hands; less thickly on the arms and fore¬ 
arms, the abdomen, and to a slight degree on the face. 
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Case of Chronic Dermatitis of the Right Arm. 

By E. G. Graham Little, M.D. 

The patient was a Belgian refugee boy, aged 16. The clinical 
appearances were strongly suggestive of tuberculosis, and this was 
possibly the correct diagnosis, but there were features rendering this 
conclusion at least doubtful in the exhibitor’s opinion. The history, 
obtained through an interpreter, for the patient spoke no language 
except Flemish, was that at the age of 3 he sustained a burn of the 
arm, and in the site of this injury the first lesion developed as a chronic 
inflammatory condition, which spread slowly until the present area was 
involved. The aspect at present was that of a wavy, serpiginous outline, 
occupying the lower half of the forearm, of pus-infected, rather super¬ 
ficially indurated inflammatory skin, enclosing a smooth, ivory-white, 
supple scar. Outside the margin of the active inflammation there was 
an area of scar tissue of the same character, about an inch in width, 
which had been occupied by a similar inflammation. Above the elbow 
there was also a single scar of the size of a florin. No treatment had 
ever been applied other than a sedative ointment. Three diagnostic 
doses of old tuberculin, beginning with mg. and finishing with 

5^57 mg., were given within five days, and there was no rise of 
temperature suggestive of tuberculosis. The apparently spontaneous 
involution of the centre and spread at the peripheral margin, the 
serpiginous outline, the definite inauguration of the disease with injury, 
and the rapid improvement of the inflammatory margin with surface- 
antiseptic treatment, had suggested to the exhibitor the possibility of 
a chronic non-tuberculous microbic infection of the general character 
of the cases described under the title “ dermatitis repens ” by Crocker, 
the exact nature of which had never been clearly apprehended by the 
exhibitor, but which had been included by dermatologists who had had 
opportunities of seeing Crocker’s original cases under the general 
heading of “ superficial ecthyma.” 

DISCUSSION. 

Tlie PUESIDENT, discussing the second case, said lie thought it was a 
typical lupus modified by treatment, and in that view he did not think he 
stood alone. He could not see any resemblance in the case to the disease 
described by Radcliffe Crocker as “ dermatitis repens,” with which he was 
quite familiar. 
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Dr. Dobe agreed with the President and others that this seemed to be 
a case of lupus vulgaris. The cases he had seen under the name dermatitis 
repens were not anything like that shown. 


Case of Leprosy. 

By A. WiNKELRIED WILLIAMS, M.B. 

The case of leprosy exhibited at the end of last session was again 
shown to demonstrate the great improvement which was in part the 
result of a vaccine. Dr. Williams excised a nodule from the face and 
dried it to a brittle, horny mass in a sulphuric acid desiccator. This 
was ground up to a fine powder, from which Dr. Ihles made a vaccine 
and was able approximately to count the bacilli. The patient was 
given injections first of million and later 5 million bacilli. The 
latter dose gave a specific reaction ; no fever, but an eruption of patches 
of erythema which gradually disappeared, leaving slight pigmentation 
behind. A large ulcer on the knee that had resisted all previous treat¬ 
ment was reduced to two small scabbed lesions a week after the first 
dose, and completely healed after the second, and had remained sound 
ever since. All the profuse bacilli-laden discharge from the nose and 
throat had ceased, and careful swabbing of the nose and pharynx had 
failed to show any acid-fast bacilli. All nodules had flattened down, 
and most had become quite imperceptible to sight and touch. Sensation 
of pain was returning in the anaesthetic areas. The patient had at the 
same time been treated with large doses of oleum gynocardiae by the 
mouth, boric nasal douching, followed by perchloride spraying and 
inunction of nodules with a white precipitate and ichthyol ointment. 

Dr. Williams was anxious to elicit the opinion of the members of 
the Section as to whether it would be safe for this patient—an Army 
sergeant—to drill recruits in the present national emergency. 

DISCUSSION. 

Dr. Graham Little said Dr. Williams was to bo warmly congratulated 
on the result in this case. A similar method was tried at St. Mary’s Hospital 
in a case of leprosy two or three years ago. Sir Almroth Wright had the case 
in his wards for a long time. The patient received inoculations of emulsified 
tissue derived from a leprous nodule, in the way now described by Dr. Williams, 
and there was very manifest improvement in the patient in nine months. 
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Dr. G. Pernet considered, under the circumstances, that this man was 
not very contagious, so long as he did not sleep or live at close quarters with 
others. The nose condition should be carefully watched. He had never seen 
leprosy in this country spread from a leper to a non-leper, but the possibility 
of such an occurrence should be kept in view. Nodular cases were on a 
different plane, as to contagion, to the nerve leprosy type. He had seen all 
kinds of treatment do good at first in the nodular variety, but unfortunately 
disappointment was the usual event. 

Dr. Sequeira said the question asked by Dr. Williams was a diflBcult one 
to decide. He had to decide on the case of a nurse who w^as suffering from 
nerve leprosy. There had been no discharge from her nose. For the last 
three years she had been, with ids approval, carrying out her duties. 

The President was strongly of opinion that the patient ought not to be 
allowed into close association with recruits or any other of his fellow-men. 



Bermatological Section. 

December 17, 1914. 

Dr. J. Herbert Stowers, Vice-President of the Section, in the Chair. 


Case of Angiokeratoma. 

By W. Knowsley Sibley, M.D. 

The patient was a girl, aged 17, engaged in housework, whose 
mother is stated to have died of cancer at the age of 46; her father was 
also dead, cause unknown. There were five brothers and sisters, all of 
whom were perfectly healthy. 

The patient had had an eruption on the backs of the hands for 
seven years, getting gradually worse every winter and remaining more 
or less stationary through the summer months. Decently the lesions 
had become distinctly more marked and a few papules had appeared on 
the dorsum of some of the toes, and on the heels. The patient had 
a “ chilblain circulation,” but stated that she had never suffered from 
chilblains. The hands and fingers were enlarged and cyanosed. She 
had always perspired freely over the whole body, especially on the 
palms, which were often very damp. The patient stated that there 
was no pain or irritation, but the lesions easily bled if knocked. The 
eruption was present on the dorsum of all the fingers and both thumbs 
and over the knuckles, and consisted of small red, pale papules arranged 
more or less in groups, many of which had become flat and somewhat 
hard to the touch. White blisters, varying in size from a pin’s head to 
a pea, were scattered about, and occurred especially on the sides of the 
hands, and of the index and little fingers. Indefinite lesions were 
scattered about the palms, chiefly of a dysidrotic nature. Small similar 
JA—3 
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lesions were present on the dorsa of the great toes and over the Achilles 
tendons. 

A biopsy of one of the papules on the back of the hand gave the 
following histological condition: The primary pathological change seen 
in the section was a marked dilatation of all the blood-vessels, together 
with hypertrophy of the stratum corneum. There was a large space 
present in the papillary portion of the derma, which contained red blood 
corpuscles and a little fibrous tissue. There was also a dilatation of the 
lymph spaces, and a slight inflammatory condition of the upper portion 
of the dermis. 



Showing cavernous space containing red and white blood cells and fibrous tissue ; 
dilated blood-vessels and hypertrophy of the corneous layer. (x 100.) 


The patient had been kept in bed with the hands covered up with 
cotton-wool, after being smeared over with calamine lotion, and a 
considerable improvement in the general condition had taken place. 
A pill containing 1 gr. of permanganate of potash taken three times 
a day, immediately after food, had diminished the general and also the 
ocal hyperidrosis. 
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DISCUSSION. 

Dr. Whitfield said the section did not display the ordinary histological 
appearances of angiokeratoma ; it was manifestly that of a mid-epidermic 
vesicle, whereas angiokeratoma was not a vesicle at any time. It appeared 
to be an instance of the condition on which the late Radcliflfe Crocker wrote 
an article, in which he called it “ a winter eruption.*’ ^ The essence of it was 
cyanosis, a chilblain circulation, and deeply seated vesicles which often, when 
they burst, left superficial ulcers. He did not know that the pathology of the 
disease had been worked out, but many cases of it had been shown. The case 
exhibited did not sliow either warts or telangiectases ; the lesions were not 
angiomatous, and they were not keratomata. The microscopical appearances 
of angiokeratoma were more like those of a cutaneous wart. 

The Chairman (Dr. J. Herbert Stowers) asked whether the exhibitor 
considered that the photograph submitted included typical lesions of the disease 
in question and also whether he had seen the excellent coloured plates published 
together with a series of articles on “ angiokeratoma ** by Dr. Pringle, in the 
British Journal of Dcrnwtologi/f As the views of the case on the part of 
members generally differed from that of the exhibitor, he invited Dr. Sibley to 
show the patient again at a future meeting. It was certain that the dysidrosis 
presented by the patient was particularly noticeable. 

Dr. Adamson also disagreed with Dr. Sibley’s diagnosis; he saw no reason 
for calling it angiokeratoma, either clinically or histologically. There were 
none of the appearances characteristic of angiokeratoma of Mibelli and Pringle. 
He regarded the case as one of hyperidrosis with associated cheiropompholyx. 
The lesions present were vesicles. The cavity in the epidermis shown in the 
microscopical section was a vesicle, and not a dilated blood-vessel. 

Mr. H. C. Samuel asked whether the patient’s hyperidrosis was as bad in 
the summer as at present. 

Dr. Sibley replied that the section was taken from the back of the 
knuckles; the lesion, which was a cavernous space, had its seat in the 
papillary layer and contained both fibrous tissue and red blood cells. The 
condition at present had more of the angiomatous than of the keratomatous 
element. The lesions had never broken down and ulcerated. There was a 
marked dilatation of lymph spaces and blood-vessels deeper down. He re¬ 
membered Dr. Pringle’s articles quite well. 


‘ / ri/. Jonrii. Derm,, 1900, xii, p. 42. 

* Brit. Journ. Deymi., 1891, iii, pp. 237, 282, 309, 
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Case of Erythema Pernio ; (?) Lupus Erythematosus. 

By W. Knowsley Sibley, M.D. 

The patient was a girl, aged 16, a dressmaker by occupation. The 
father was living and well, the mother suffered from asthma, bronchitis 
and rheumatism. She had had scarlet fever, measles and whooping- 
cough, and occasionally complained of muscular rheumatism. She 
stated that she never suffered from chilblains, but her fingers and 
hands were always cold to the touch. The eruption had been present 
on the left hand each winter for the last four years. It was entirely 
absent during the summer months and generally reappeared towards 
the end of September of each year. In her previous attacks the disease 
had always been confined to the left hand; but in the last five weeks it 
had also attacked the right hand slightly. The eruption was present 
on the dorsum of the fingers of the left hand and consisted of an 
erythematous condition with small papules, some of which were isolated 
and others grouped. Some of the lesions towards the finger-tips were 
superficially ulcerated and slight scarring was present. On the right 
hand the eruption was limited to smaller but similar lesions. The 
palms were unaffected. No lesions were present about the face, ears, 
cTr feet. Ecchymoses on various parts were apt to appear from time 
to time from no apparent cause. 


DISCUSSION. 

Dr. Gkaham Little regarded the case as a perfectly straightforward 
example of lupus erythematosus, and did not understand why it had been 
shown under other designation. Chilblain circulation was commonly present 
in sucli cases of lupus erythematosus, and its presence did not justify the classi¬ 
fication with lupus pernio. 

The Chairman considered that the diagnosis of the case as one of lupus 
erythematosus was undoubtedly correct. 

Dr. Dore also regarded the case as a typical one of lupus erythematosus. 
In some of the text-books lupus pernio was classed with luims erythematosus, 
hut it was probably more closely allied to lupus vulgaris. In the case of the 
Belgian boy shown at the last meeting by Dr. Abraham, Dr. Pringle had 
pointed out that there were lupus nodules associated with the erythema. 
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Mr. McDonagh considered the case to be a lupus erythematosus. There 
were one or two interesting points which occurred to him, and which he 
thought should be home in mind in connexion with it. The patient was a 
girl, and the condition was becoming worse. Many of the disappearing lesions 
had left scars, there were telangiectases above the afifected parts, and both 
hands were involved. He therefore thought the patient might easily get very 
much worse, develop acute generalised lupus erythematosus, and die of an 
acute pneumococcal or of a tubercular infection. Three of the cases of acute 
lupus erythematosus which he had seen commenced in this way, and all the 
patients were girls. 

Mr. H. C. Samuel said there were haemorrhages in the skin, and often 
in cases of chilblains there was a diminished coagulability of the blood. It 
would be interesting to know what the coagulation time was in the patient 
exhibited. 

Dr. Whitfield pointed out that the coagulation time would not be of 
any value in diagnosis, because the coagulation time in lupus erythematosus 
was also slow. 

Dr. Sibley replied that when he first saw the case he regarded it as a 
lupus erythematosus ; but when he learned that it completely disappeared in 
the summer, and that she had little ulcerations at the finger-tips, he thought 
uncomplicated lupus erythematosus would not act in that way. The fact 
that it was asymmetrical was much against it being chilblains. The backs 
of the fingers seemed typical of erythematosus. He had not seen the patient 
in the summer, but considered it a mixed case. 


Case for Diagnosis ; Persistent Nodular Erythema 

Multiforme. 

By Henry MacCormac, M.B. 

The patient, a woman, aged 64, stated that the condition began six 
months previously on the left foot as a “ sore ” ; it had then spread to 
the hands, knees, elbows, &c., and now showed a well-marked sym¬ 
metrical and bilateral distribution, especially tending to be present on 
points of pressure. The eruption, which was very nodular in its final 
stages, apparently began as a small flat lesion tending to enlarge, while 
clearing up in the centre, so that an area from a sixpence to a half-crown 
in size could be observed with a definitely raised margin of similar 
colour to that of normal skin. On the knees, elbo^^s, knuckles, and on 
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the ear and nostril the lesions were of a purple tint, and here a super¬ 
ficial central necrosis occurred. There was a tendency to spontaneous 
resolution especially during rest in bed without any resulting scar. The 
family history was good; but one son was suffering from pulmonary 
tuberculosis. The Wassermann reaction was negative. Sections 
showed areas of cell infiltration with many polymorphonuclear 
leucocytes, but plasma cells and other round cells were also present. 
There were no giant cells. These appearances quite negatived the 
original diagnosis of a tuberculide. 

Dr. MacCormac regarded it as a toxic eruption, and the microscopic 
sections supported that view. 


DISCUSSION. 

Dr. Adamson said that the case was, in his opinion, one of erythema multi¬ 
forme of persistent type. Several similar cases liad been shown at the Section 
meetings during the past two or three years. The first one he could recall 
was exhibited by Dr. Little^ as a “case for diagnosis,” and the speaker had 
then suggested the diagnosis of “ erythema inultiforme ” witli all its features 
exaggerated. Dr. Little’s case was shown again some months later,* witli the 
condition persisting unaltered. Dr. Gray had brought forward another case"* 
(in May, 1913) with the diagnosis “persistent erythematous eruption,” and 
Dr. Sequeira a third case,^ also last year, as lichen verrucosus, wliich the 
speaker believed belong to the same class. In these three cases, as in that 
now shown by Dr. MacCormac, the lesions consisted of persistent raised, circular 
plaques or rings symmetrically distributed in tlie situations affected by the 
eruption of erythema multiforme—backs of hands and forearms and elbows 
and knees—and in Dr. Little’s case on the cheeks. 

Dr. Graham Little agreed with Dr. Adamson, who had mentioned his 
own similar case, shown at this Section, and also at the exhibition of cases at 
the recent International Congi^ess in London, when the opinions of its nature 
had been very diverse. In that case circinate vesicating areas, such as were 
described by Dr. MacCormac, had been the characteristic lesion, and the 
distribution had been also curiously like that of the present case. Dr. Little 
deprecated its identification with granuloma annulare, as suggested by one of 
the members; in the latter disease—of which he had seen a large number of 
cases—he had never seen or read of vesication as being present at any time. 
The disease in granuloma annulare was much more deeply situated. 

Dr. Dotglas Heath said he saw Dr. Soqueira’s case, referred to by 
Dr.hVdamson, several years before it was shown at the Section ; at that time 


' Brit. Journ» Dcrin.^ 1012, xxiv, p. 110. 
' Ibid., 1013, XXV, p. IGU. 


- Ibid., 1012, xxiv, p. 270. 
‘ Ibid., 1013, XXV, p. 410. 
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it was in a more inflammatory state, more like erythema multiforme than when 
it was shown by Dr. Sequeira. On the knees, elbows, and knuckles the lesions 
were button-like and of dusky purple colour. This, and the absence of 
scaliness, suggested erythema multiforme; though, when Dr. Sequeira showed 
it under the diagnosis “ (?) lichen verrucosus the patches were covered with 
horny scales. Its type and symmetry were strongly in favour of it being a 
toxic erythema; and he thought those cases varied a good deal from time to 
time. In the case he saw, the nurse at the hospital said that at times the 
lesions were fairly flat, and at others elevated. This present case was some¬ 
what circinate at its margins, just as Dr. Sequeira’s case was. 

Dr. Gray expressed his agreement with Dr. Adamson ; he had seen one or 
two similar cases, and the lesions nearly always occurred at the periphery of 
the limbs and on the knees and the backs of the elbows. There seemed to be 
different types running into one another. In the case shown by him at this 
Section the lesions came out very suddenly, and often there was haemorrhage 
into them, and some blistering, followed by septic infection. In a case shown 
by Dr. Bunch at the International Congress, which the speaker regarded as 
being of the same nature, the lesions were not so acute as in his own. The 
type which Dr. Sequeira showed seemed to be still more chronic; there was no 
vesication, and homy thickening was very marked. He had had another case, 
in a child, in which the lesions were confined, more or less, to the backs of 
the fingers, which were very thickened and warty, and were associated with 
very well developed rheumatic nodules about the joints, especially the elbows, 
knees, and fingers. That case cleared up in an extraordinary manner under 
ordinary anti-rheumatic treatment. The condition in his other case • had 
slowly disappeared after many recurrences. Dr. Bunch described the case 
which he showed at the International Congress as granuloma annulare, and 
he (the speaker) thought there was some connexion between the latter condi¬ 
tion and this group of cases under discussion. He also thought that the 
cases described by Crocker under the name “ erythema elevatum diutinum ’’ 
belonged to the same group. This was true of the cases which had been 
described by continental observers under that name, but he could not say 
whether they were the same disease as Crocker originally described. 

Dr. MacCormac replied that he considered that a superficial necrosis 
occurred in this case. At one time it had been diagnosed as erythema 
elevatum diutinum, and at another time it was thought to be granuloma of 
unknown nature. Dr. Pringle, who had watched the case for some time, had 
authorised him to say that he had been inclined to the idea that the disease 
was a multiform senile tuberculide, largely on the ground of the marked 
central necrosis which occurred; but the microscopical findings definitely 
excluded that diagnosis, which had been abandoned. 



48 


Little: Case shown as Multiple Bodent Ulcer 


Case shown as Multiple Rodent Ulcer or (?) Epithelioma 

Adenoides Cysticum. 

By E. G. Graham Little, M.D. 

Dr. Graham Little showed a male patient, aged 41, with a large 
number of small tumours on the face, the diagnosis of which lay 
between “multiple rodent ulcer”and“epithelioma adenoides cysticum,” 
with a leaning, perhaps, to the latter. The case was of very special 
interest, for it seemed to offer a combination of circumstances which 
favoured either alternative, and it in fact illustrated the impossibility 
in our present state of knowledge really to differentiate these two 
conditions, if, indeed, they were capable of differentiation. 

The patient gave the following remarkable family history: His 
mother had had five or six similar swellings on her forehead which had 
commenced at the age of 30, and had not ulcerated. No other 
members of the mother’s family had been affected, but her children 
seemed to show either numerous nsevi or tumours, which might be 
supposed to be of the same type as in the present patient, who was 
the eldest son. The second son, aged 36, now in Canada, had a tumour, 
congenital and probably a naevus, as the patient said it was like the 
tumour present in his own son, which had been seen by the exhibitor, 
who regarded it as undoubtedly a naevus. This man had no children. 
The third son, aged 33, had a “naevus ” on the forehead, also congenital. 
He had no children. The fourth son, aged 30, a seaman now with the 
North Sea Fleet, had a number of tumours “ exactly like the present 
patient’s,” and situated on the face and forehead. These had made 
their appearance at the age of 20. He had no children. The patient, 
A. W., had four children, of whom the eldest, aged 11, had some small 
tumours which were regarded by his father as of the same character as 
his own. This boy had been examined by the exhibitor, and was found 
to have a cavernous naevus about J in. in diameter on the chest, which 
had first shown itself at the age of 7, and a number of dead-white 
tumours the size of a small pinhead, which were probably ordinary 
milium, distributed sparsely on the eyelids and about the inner canthus 
of both eyes. It was interesting that milium had been noted in con¬ 
junction with some earlier cases of epithelioma adenoides cysticum. 

The patient, A. W., had had no tumours until the age of 20, when 
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he first noticed the single wart-like lesion now to be seen on his upper 
lip. In the following twenty years a succession of tumours had made 
their appearance, chiefly in the neighbourhood of the upper and lower 
oyelids, and about the inner canthus of both eyes, on the temples, in 
front of and behind the auditory pinna; and there was a specially thick 
group of larger tumours at the junction of the forehead and nose. One 
of the largest tumours was situated on the left side of the forehead, 
and this was also the most deeply pigmented; it had been excised, 
and sections were shown which would be described later. There was a 
single warty and pigmented lesion of the same type on the chest. The 
appearance of the tumours varied somewhat, some being wart-like; 
some of a waxy translucence, with either a pink or dead white tint. 
Some, and especially the larger, had a network of dilated vessels 
running over the roof of the tumour. A remarkable feature of several 
of the lesions was the fact that they became pigmented after developing 
at first in the more usual wax-like way. In several cases the pigment 
was in the the form of a granular deep-black deposit, much as if tattoed 
with gimpowder. The patient was positive that the pigmentation was 
secondary to the formation of tumours and not vice versa. Their 
increase in size was relatively rapid, a swelling as large as a green pea 
forming within twelve months: the average size was from f in. to 
J in., and some sixty discrete lesions in all could be counted, and new 
ones kept coming. Ulceration had never occurred in any of these. 

Histologically, the evidence seemed, if anything, in favour of the 
diagnosis of rodent ulcer, but the exhibitor did not pretend to be able 
to distinguish the appearances of epithelioma adenoides cysticum from 
those of rodent ulcer, and did not think any hard-and-fast grounds of 
distinction existed. In a paper describing two cases, which were 
reported as cases of epithelioma adenoides cysticum, contributed to the 
British Journal of Dermatology in May, 1914,^ the exhibitor had dwelt 
on the difficulties of establishing any means of differentiation. In a 
friendly criticism of these cases Dr. Adamson had expressed his opinion 
that both were examples of rodent ulcer. This present case was an 
even more difficult and puzzling one to classify. There seemed a 
certain degree of evidence for family inheritance, although the patient’s 
opinion that his own case and his son’s were the same disease had 
proved illusory, and threw some doubt on his accuracy in the other 
cases also. If a true observation, it was a factor in favour of making 


Brit. Journ. Derm., 1914, xxvi, pp. 173-185. 
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the diagnosis of epithelioma adenoides cysticum. It was of interest to 
record the opinion of a general pathologist of I’ather special knowledge 
in malignant growths, Dr. Kettle, Assistant Pathologist to St. Mary’s 
Hospital, who had had a long experience at the Cancer Hospital. This 
observer had seen sections from all three of Dr. Little’s cases and his 
opinion had been that the present case and the second of the two cases 
reported in May were examples of rodent ulcer and that the first case 
was epithelioma adenoides cysticum. The development of pigment in 
the tumours subsequent to their formation was, as far as the exhibitor 
knew, unrecorded in rodent ulcer, but pigment seemed to have been not 
infrequently present in recorded cases of epithelioma adenoides cysticum. 
It was, of course, true that rodent ulcer frequently developed on the 
site of pigmented moles, and in that way rodent tumours might be 
pigmented, but the history in this case was totally different, in that the 
tumours had appeared on non-pigmented areas and had subsequently 
become pigmented. Pigmentation was therefore in favour of the 
identification of this case with epithelioma adenoides cysticum, as was 
also the multiplicity of tumours, their distribution and their early advent, 
the long period of tumour formation without ulceration, and, above all, 
the family history, if reliable. But it was interesting to note that the 
limited and characteristic distribution, and especially the curious straying 
of lesions, on the chest (which in the continental cases had been the site 
of election for the appearance of epithelioma adenoides cysticum), the 
multiplicity, and long immunity from ulceration of the vast majority of 
lesions, had also been features of the second case recorded in May, 
which was not entirely accepted as an example of epithelioma adenoides 
cysticum, under which name it had been described by the exhibitor. 
It seemed, therefore, rather desirable to revise the whole of our 
conceptions of the nature of this curious disease and its relation with 
rodent ulcer. 


DISCUSSION. 

Dr. Adamson quite agreed that this case should be called multiple rodent 
ulcer. His view ‘ was that multiple rodent ulcer and benign cystic epithelioma 
(of Brooke) w-ere essentially the same disease, but different clinical types; 
and it was useful to retain the two names as clinical terms. Pathologically 
and setiologically they were alike. Botli were basal cell epithelioma indistin¬ 
guishable under the microscope, and both were congenital in the sense of the 


' Lancet, 1908, ii, p. 11.33, and 1914, i, p. 810. 
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Cohnheim embr^^onic cell-rest theory, and both affected the same areas on 
the body. The nodules might be described as abortive attempts to form 
pilo-sebaceous follicles. Embryonic cells destined to become pilo-sebaceous 
follicles had remained latent until aroused with the general awakening of 
these structures at puberty (or again later in life when there was a fresh 
tendency to hair-growth in certain parts) ; but at this time the dormant cells 
had lost their power of differentiation and retained only that of proliferation ; 
so that lobulated masses of embryonic cells were formed, but no pilo-sebaceous 
structure. That the growths of later origin should break down and ulcerate 
could be readily explained by the lower vitality of their component cells 
awakened to activity at that period of life ; and that would also explain the 
tendency of rodent ulcer to destroy the normal tissues as its growth advanced ; 
for its colls were decadent cells which would naturally be harmful to the 
normal tissues among which they were growing. The difference between 
the benign basal-cell epithelioma and rodent ulcer—which was after all only 
one of degree, for some rodents exhibited no tendency to invade deeper tissues 
—was much less wide than the difference between rodent ulcer and true 
carcinoma. In regard to the distinctions between multiple rodent ulcer and 
benign cystic epithelioma which the writer had pointed out in 1908, these 
seemed now to be removed and were no longer an obstacle to the joining up 
of these two complaints. At a recent meeting of the Section the speaker had 
brought forward some members of a family of which three females and two 
males were affected with multiple benign cystic epithelioma,^ these showing that 
the disease was not confined to females as was formerly believed. And here 
was Dr. Little’s case of multiple rodent ulcer in a man who gave a family 
history of several other members of both sexes affected with rodent ulcer 
or benign tumours,' thus demonstrating that multiple rodent ulcer might be 
a family disease. 

Dr. Whitfield said he thought there was a more important difference 
than the mere fact of ulceration between rodent ulcer and benign cystic 
epithelioma. He believed he could distinguish between the two under the 
microscope. In the latter condition the growth was strictly limited, whereas 
in rodent ulcer it was ill defined. Eodent ulcer was not simply a mass of cells 
which developed at the age of 40 and owing to their degenerate character 
broke down and ulcerated; it really infiltrated into tissue, including • bone, 
and went straight through it. It was not malignant in the sense of causing 
widespread metastasis in organs, but it possessed an enormous local malignancy. 
Even in early rodents one could generally see besides the mass of the tumour 
outlying branches, and by looking at the edge of the section one got an 
indication as to which of the two conditions named the case belonged to. 
Although Dr. Adamson was probably right genetically, in that both occurred 
as different types of congenital lesion, one of them was essentially a benign 
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condition and the other was a progressive malignant disease. He did not 
think the breaking down had anything to do with it; almost any tumour 
would break down. One did not often see rodent ulcer grow to the size of 
a hen’s egg; but it would grow laterally to any degree, though not producing 
a greatly elevated tumour. The other kind of tumour was elevated and nearly 
spherical. 

Dr. Dobe said that, speaking clinically, he thought there was no doubt 
that benign epithelioma was potentially a rodent ulcer. He had had two 
cases under his care in a brother and sister, and in both patients one of the 
growths had enlarged and assumed the clinical and microscopical characters 
of a rodent ulcer. He thought the condition was parallel to that of a wart or 
mole which became malignant later in life. 

Mr. McDonagh thought that no difficulty need arise about these tumours, 
if their origin was considered. The epidermis primarily consisted of one layer 
of cells, and the cells resembled those which constituted later the basal-celled 
layer. As the embryo developed this one layer gave rise to several other 
layers, and later still some of these layers developed into special structures, 
such as hair-follicles, or sebaceous and sweat glands. He. considered that 
a rodent ulcer arose from the most embryonic cells, and was more malignant 
than the other types, because the cells were more embryonic, but that the 
malignancy differed entirely from the malignancy of adult tissue. The former 
was not a true malignancy, but embryonic activity; the latter was true 
malignancy and due to the nuclei and nucleoli of the host’s cells acting 
as parasites upon the host. If the cells of the tumour arose from cells 
which were not quite so embryonic, the case would be one of benign cystic 
epithelioma, to which type the case shown conformed. Tumours still less 
embiy^onic would be papillomata, tricho-epitheliomata, sebaceous adenomata, 
and syringomata, according to the tissue affected. As one could not dis¬ 
tinguish miscroscopically the most embryonic type of cell from one a little 
less embryonic, therefore one could not diagnose in this way every case of 
rodent ulcer from every case of benign cystic epithelioma, but clinically they 
could be easily differentiated. 

The Chaibman said that the Section was much indebted to Dr. Graham 
Little for exhibiting so interesting a case, and in(]uired what plan of treatment 
he intended to adopt. 

Dr. Graham Little replied that he proposed to keep the man under 
observation and to withhold any active measures as long as there were no 
symptoms of discomfort or ulceration. 
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Two Cases of Arrest of Growth of the Hair of the Scalp of 

Unexplained Causation. 

By E. G. Graham Little, M.D. 

Case I. —J. D., a yoimg Welsh girl, aged 20, gave the following 
history: She had had “ eczema ” of the scalp at the age of 12, when 
her hair had been long enough to reach her shoulders. About three 
years ago she had had an attack of alopecia areata, from which she had 
apparently speedily recovered in the sense of getting a thick growth of 
hair, but in the last three years it had remained stationary at the length 
of about 1 in. The scalp was quite normally covered with hair, which 
had nothing peculiar about it except its persistent shortness. The pubic 
and axillary hair was normal. The patient was taken into St. Mary’s 
Hospital with a view of investigating the condition of the ductless 
glands. A skiagram of the skull showed an apparently normal sella 
turcica. A skiagram of the chest seemed to show an enlarged thymus, 
an observation which was in accord with the somewhat undeveloped 
juvenile type of the patient. Palpation of the abdomen revealed the 
presence of a mass in the left epigastrium and hypochondrium, not 
definitely continuous with liver or spleen, and the connexions of which 
were obscure. It moved with respii-ation and was apparently deeper 
than the resonance of the intestine, so that it might be a pancreatic 
tumour. There was no tenderness on deep palpation of the abdominal 
wall. Menstruation began at the age of 17 and was normal. Her 
mental development was rather below the average, but not notably so. 
Her sugar tolerance had been tested by Dr. Castellain, Medical Regis¬ 
trar to the Hospital, to whom the exhibitor owed the excellent notes. 
She was able to deal with 8 oz. of sugar without showing it in the 
urine, so that she might be regarded as showing a somewhat high 
tolerance in this respect. Individual hairs had been examined micro¬ 
scopically, and there was no evidence of monilethrix or trichorrhexis. 
The nails were not in any way affected. 

Case II .—The second case was a girl, E. A., aged 14, whose hair 
had never grown longer than its present length of about IJ in. The 
mother had brought her to the Skin Department at the East London 
Hospital for Children when she was aged 3. The hair was then about 
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the same length as now ; no change had been noted in the eleven years 
intervening. The scalp was rather thinly covered with hair, which w^as 
lustreless and lifeless in aspect, but when examined microscopically 
showed no evidence of moniliform hair or trichorrhexis. Other children 
of the family were normal as regards the growth of hair. The child’s 
mental development was unusually good, and there were no other 
symptoms of ill-health. The nails were not altered. She had com¬ 
menced to menstruate early, three years ago, and after the first year 
menstruation had been normal. Further investigations would be under¬ 
taken in this case when she could be admitted to hospital. 

DISCUSSION. 

Dr. Pernet asked if the patients showed any thyroid changes ? 

Dr. Graham Little replied that the thyroid gland seemed to be normal in 
both cases, and that there was no niyxoedematous aspect in the second. 


Case of an Infective Granuloma of Unknown Origin. 

By Dudley Corbett, M.D. 

The patient was a Belgian youth, aged 23. There was nothing of 
note in the family history, and he had apparently never suffered from 
any serious illness. He came to England four years ago, and had worked 
partly as a waiter and partly in the employment of a butcher. The 
skin eruption from which he was now suffering appeared for the first 
time in October, 1910, lasted throughout that winter, but disappeared 
during the following summer. Since then it had regularly appeared 
every autumn and cleared up as summer approached. He was admitted 
to St. Thomas’s Hospital on October 27. At first the eruption was 
taken for a syphilide, and although Wassermann’s reaction was negative, 
he received two doses of neo-salvarsan, together with regular inunctions 
of mercury. This treatment, if anything, had aggravated the condition. 

The eruption itself possessed certain unusual characters. Taking it 
as a whole, it was papulo-vesicular in type and of widespread distribu¬ 
tion, involving the face, neck, trunk and limbs, including the palms and 
soles. There were no lesions on the scalp and the mucous membranes 
were spared. 
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Individually the lesions varied in character, and by watching certain 
areas of skin it seemed probable that this variation was due to their 
appearance in different stages of development. The stages occurred 
apparently in the following order:— 

(1) A small papule, yellowish-pink in colour, the size of a pin’s 
head. 



Fig. 1. 


An infective granuloma of unknown origin ; showing distribution 
on arms and trunk. 


(2) A papulo-vesicle the size of a pea or smaller, pink at the base but 
whiter and more glistening at the apex. When pierced at this stage 
a serous fluid could be expressed. The apex was rounded and not 
depressed. 

(3) A flatter papule, bluish-pink in colour, covered with varying 
degrees of scaliness. 

(4) Small and round areas of skin stained faintly purple. This 
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staining was well shown in a strong light, such as that from an arc 
lamp. 

Except where surface infection had occurred there was no inflam¬ 
matory areola at the base, and in the finger there was only slight 
evidence of infiltration of the deeper layers. 

He had had on admission a gonorrhoeal discharge with some epi¬ 
didymitis, but this had cleared up under suitable treatment. The 



Fig. 2. 

Showing distribution on back. 


urine was acid and contained neither albumin nor sugar. When anti¬ 
syphilitic treatment was discontinued he was put on arsenic, and was 
now taking 10 minims of liquor arsenicalis three times a day. With 
a view to improving his appearance X-ray treatment had been applied 
to his face, three one-third pastille doses having been given during 
the last month. The lesions had yielded rapidly to the X-rays, leaving 
behind small reddish-stained areas. 
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Dr. Stainer and he were agreed that the clinical features of this 
case did not correspond with any previously described condition. Dr. 
Whitfield then very kindly saw the case and agreed as to its unusual 
features. He was inclined to think that apart from the history it bore 



Fig. 8. 

Showing characters of individual lesions. 


certain resemblances to an eruptive cystic adenoma, but that diagnosis 
was impossible without a biopsy. 

Sections had been made and Dr. Whitfield had given the exhibitor 
his opinion upon one of them. It was, however, evident that further 
investigation w as necessary before a diagnosis could be made, j; For 
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many reasons it would appear to be an infective granuloma, but the 
epithelioid character of the cells composing it distinguished it as one of 
a very unusual type, and at one time led one to think that the new 
tissue might be epithelial in origin. 

DISCUSSION. 

Dr. Whitfield said that when he first saw the case he realised that to 
him it was a new disease, not merely an unusual pliase of a familiar disease; 
and under the microscope its features were unfamiliar to him. He was not 
j)repared to support very strongly his idea that these were epithelial cells, 
because he saw that there might he a fallacy. But he was not familiar wdth 
a granuloma which behaved in the same way. So that either he liad to admit 
that these were epithelial lobes such as he liad never seen before, or that they 
were arrangements in endothelial tissue in a granuloma which he had not seen 
hitherto. In some places one saw an extraordinary regularity in the inter¬ 
cellular connexions, while in other places it was very difficult to distinguish 
between the surface of the tumour and the true overlying epidermic tissue. 
The pathology seemed to reveal a new and undescrihed disease. 

Dr. Adamson said he tliought the condition was a xanthoma diabeticorum ; 
it was more like that, histologically and clinically, than anything else. It would 
be interesting to know whether the patient*was a l)eer-drinker. Several cases 
of xanthoma had been recorded in beer-drinkers who had no glycosuria. 

Dr. Graham Little said he was glad to iKnir Dr. Adamson’s opinion, 
because before seeing the section tliat had been his own suggestion. He had 
seen xanthoma tumours as red as in this case ; yellowness was not absolutely 
essential to the diagnosis of xanthoma. 

Dr. Fernet elicited from the patient that he had only discontinued beer¬ 
drinking since the rash appeared. He agreed that some of tlie xanthoma 
rashes were not xanthomatous in colour. There was some points about the 
case in favour of its being xanthoma, though there was no sugar in the urine. 
Perhaps, too, the eruption had been modified by the various treatments 
employed. In some areas the individual lesions were extremely like lichen 
planus, a condition which manifested clinical variations. 

Mr. Mc'Donagh said he regarded the case as one of infective granuloma. 
The lesions left scars, which was against the diagnosis of xanthoma diabeti¬ 
corum, and tlie lesions on the penis reminded him of liclien nitidus. From an 
examination of tlie liistological specimens he thought that the cells which had 
given rise to so much discussion were endotliolial cells, and that the specimens 
resembled the endotliolial type of tubercle. One of the sections resembled 
very closely the histology of lichen nitidus, and therefore he thought that the 
disease was ])ro))ably tubercular, and that a protozoal or fungous cause would 
have to be excluded. 



Dermatological Section 


69 


The Chaikman drew attention to the remarkable configuration of the 
lesions. In view of its rarity and special interest he invited the exhibitor to 
submit it to the standing Pathological Committee for further investigation and 
report. 

Dr. COEBETT replied that he was very willing to submit it to the Patho¬ 
logical Committee, but he wished first of all to make further sections and to 
stain some for Altmann’s granules. 


Case for Diagnosis ; (?) Xantho-erythrodermia Perstans. 

By S. E. Dore, M.D. 

The patient was a man, aged 35, who presented an acute ery¬ 
thematous macular eruption on the trunk of ten days’ duration, with 
many of the characters of pityriasis rosea but with a peculiar yellow tint. 
On the front of each shin there was also a smooth rectangular patch of 
chronic dermatitis of a deep yellow colour which had been present for a 
year, and on the scalp there were several patches of alopecia areata of 
about the same duration. In view of the fact that the eruption on the 
trunk was similar in colour to that of the patches on the shins it was 
thought that the two conditions might be part of the same disease and 
a tentative diagnosis of xantho-erythrodermia perstans was made. 

DISCUSSION. 

Dr. Pernet did not consider that the rash on the body in this case corre¬ 
sponded to the diagnosis of xantho-erythrodermia perstans. The duration of 
the condition was against it. He referred to a case of xantho-erythrodermia 
perstans in a young adult he had brought before the Section.^ 

Dr. Graham Little did not think the colour was against the diagnosis 
of pityriasis rosea; a number of cases of the disease had an even darker tint. 
He had shown a case in which the lesions were almost walnut colour and 
gradations from that shade to pink and yellow were reported. He regarded 
the lesions on the abdomen as pityriasis rosea, and as having no connexion 
with those on the leg and head. 

The Chairman remarked that his opinion coincided with that expressed 
by Dr. Little. He did not think complete reliance could be placed on shades 
of colour in order to establish the diagnosis of pityriasis rosea. It was 
particularly diflBcult to estimate them by artificial light. 


Proceedings, 1912, v, p. 106. 
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Case of Alopecia Areata of the Scalp and Left Eyelids in 

a Boy, aged 11. 

By S. E. Dore, M.D. 

Both eyelids on the left side were completely devoid of hair and 
there were several patches of alopecia of the scalp. The right eyelids 
and eyebrow and the left eyebrow were unaffected. The boy had had 
a similar attack affecting the scalp and left eye only, about a year ago. 
Becovery ensued, but the hair had fallen again from the same parts 
during the past two months. Dr. Whitfield had published a small 
series of cases of alopecia areata of the scalp associated with some 
error of refraction, but in the present case the vision had been care¬ 
fully tested and was found to be normal. 

DISCUSSION. 

The Chairman asked whether Dr. Dore had seen any case in which 
complete loss of eye-lashes followed the presence of pediculi apart from treat¬ 
ment. He had seen an instance of this in a young child. The pediculi were 
carefully removed after the use of a mild antiseptic fomentation to soften the 
crusts. Subsequently, the lashes were completely shed on both sides of the 
face. There was no alopecia elsewhere. Loss of eye-lashes on one side 
associated with alopecia was very rarely met with. 

Mr. Sa.muel asked if there was any history of local trauma to the affected 
parts. 

Dr. Dore replied that he had not seen alopecia of the eye-lashes following 
liediculosis; but he had pointed out that pediculosis of the scalp not un¬ 
commonly preceded alopecia areata, even in adults. There was no history of 
trauma. 

Case of Lichen Planus Hypertrophicus, with Excoriations, in 

a Woman, aged 56. 

By S. E. Dore, M.D. 

The eruption began six years ago, but had been worse during 
the past three years. It was chiefly situated on the hips and 
thighs, with scattered lesions on the back, shoulders and arms, and 
consisted of raised violaceous plaques, irregular in shape and size, 
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many of which were deeply excoriated on the surface. Some of the 
patches had disappeared, leaving atrophic scars. The mucous mem¬ 
brane of the mouth was not affected. The patient complained of 
constant itching. She had had her ovaries removed fifteen years 
ago and it was possible that there might be an additional neurotic 
element in the case. The exhibitor thought that excoriations were 
rare in this disease and that spontaneous disappearance of the lesions 
was uncommon. 


DISCUSSION. 

Dr. Geaham Little asked whether the excoriations preceded the 
thickening. Was it lichenification of traumatic lesions? Could artefact 
causation, for example, be entirely excluded. 

The Chairman confirmed the diagnosis expressed by the exhibitor and 
regarded the case as one in which the hypertrophied masses were secondary 
to the papules of lichen planus, the special characteristics of which were so 
well known. In his experience the itching was always much less severe in 
the hyi)ertrophic stage than in an ordinary development of lichen planus. 
He had seen instances in which these masses had disappeared spontaneously, 
leaving macules corresponding in character with those now seen on the 
patient’s body, which at first sight suggested superficial scarring but which 
eventually cleared away. He considered that the habit of scratching was 
calculated to keep up the tendency to papule formation and certainly to 
add to the secondary hypertrophy when it existed. Prolonged baths and 
X-ray treatment were likely to be of much benefit to the patient. 

Dr. Douglas Heath said he did not concur in the diagnosis of lichen 
planus. If it were lichen planus he thought one should find the original 
lichen planus papule or patch. He suggested it might be a severe prurigo, 
and that the severe itching caused the patient to tear herself. Most of the 
lesions seemed to have been aggravated by interference on her part. 

Dr. Gray said the Kromayer lamp had a good effect on these extensive 
cases, starting with five-minute exposures at 25 cm. distance, once a week 
or so, the dosage depending on the amount of reaction. Many of these 
conditions cleared up when the itching was stopped. 

Dr. Adamson said he had always found hypertrophic lichen planus was 
very difficult to cure. In his experience X-rays had no curative effect on 
the disease. 

Dr. MacCormac said that after lumbar puncture some cases cleared 
up marvellously; even in twenty-four hours they might begin to do so. 
ja— 36 
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It certainly seemed to relieve the itching; and a good many of the lesions 
of lichen planus were the result of scratching. He had employed lumbar 
puncture successfully in various pruriginous conditions. 

Dr. Dore, in reply, said he had not been able to make out definite 
lichen planus papules in the case. The hypertrophic variety of lichen planus 
did not usually yield readily to X-rays, but he had treated two or three cases 
with success. 


Case of Lupus Erythematosus of the Fingers, with Lupus 

Pernio on the Nose. 

By P. S. Abraham, M.D. 

The patient was a female, aged 50, who had never been very strong, 
married, with two children, the youngest, aged 17, being healthy. She 
had had a miscarriage nine years ago. There was a history of abscess 
in the ear thirty years ago, and of abscess in the neck seventeen years 
ago. No history of tubercle in the family. The exceptionally exten¬ 
sive lesions on the hands and fingers first appeared on one knuckle in 
September, 1913, and on the ears and nose last March. The affection 
on the hands and fingers gave rise to much irritation at all times, and 
there was also irritation in the toes where she used to have chilblains. 
The patient’s pulse was rapid and her circulation feeble. The lesions 
on the hands and fingers had some resemblance to hypertrophic lichen 
planus, but the typical condition in the ears was suflficient to confirm 
the diagnosis of “lupus erythematosus.” 


DISCUSSION. 

Dr. Dore said he agreed with Dr. Abraham’s diagnosis although the 
patches on the hands simulated lichen planus. He thought, however, that 
the patch on the nose was also characteristic lupus erythematosus and not 
lupus pernio. 

The Chairman entirely agreed with the observations of Dr. Dore, who 
exhibited this patient for Dr. Abraham. 

Mr. H. C. SAMUEii said the case was more like the scaly type of erythe¬ 
matous lupus generally seen on the scalp than that usually met with on the 
hands. 
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January 21, 1915. 

Dr. J. J. Pringle, President of the Section, in the Chair. 


Pathological Committee’s Report on Dr. Sibley’s Case. 

The Hon. Secretary (Dr. Dore) read an abstract of this Report, 
and the President intimated that the full report was available for any 
member who wished to peruse it. 

Report of Pathological Committee on the Cases presented 
by Dr. Sibley and Dr. Sequeira. 

Dr. Sibley’s Case op Lymphadenoma with Glandular and 
Cutaneous Lesions.^ 

A MEETING was held on October 2, 1914, Dr. James Galloway in 
the chair. Dr. Sibley’s patient was present and was examined. 

The account of the patient’s case as published in the Proceedings 
was read, and microscopical preparations showing the skin tumours in 
his case were’ examined. It was felt to be desirable to obtain further 
information respecting this case, and Dr. Sibley arranged that one of 
the lymphatic glands in the axilla should be excised for microscopical 
examination, and that a further examination of the patient’s blood 
should be made. Dr. Whitfield and Mr. McDonagh were asked to 
examine the microscopic specimens of the skin already prepared and 
the new material to be obtained from Dr. Sibley, and to report in due 
course to the Committee. 

A second meeting was held on December 3, and careful reports were 
read by Dr. Whitfield and Mr. McDonagh on the microscopic material 
submitted to them for examination. 


* Exhibited at meeting of July 16, 1914 {Proceedings^ 1914, vii, pp. 276-281); and again at 
meeting of October 15 (Proceedings^ 1914-15, viii, p. 2). 
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Dr. Whitfield’s report discussed critically the microscopic appear¬ 
ances, and was based chiefly upon the structure of the lymphatic gland 
which had been excised, and from which microscopic preparations had 
been made by Mr. McDonagh. The conclusion of his report is to the 
effect that the whole picture strongly resembles that of the lymphatic 
gland in lymphadenoma, as described and figured by Dr. Andrewes. 
The presence or absence of eosinophile cells in the infiltration could 
not be decided, as the material had not been stained for the purpose 
of demonstrating these structures. Dr. Whitfield concluded that the 
case of disease under discussion was one of lymphadenoma with miliarj- 
growths in the skin. 

Mr. McDonagh’s report also discussed critically the histological 
appearances, both of the skin and especially of the lymphatic gland 
which had been examined. He compared the sections of both the skin 
and the lymphatic gland with fig. 11 of his recent paper in the British 
Journal of Dermatology on “ The E61e played by the Lymphocyte.” 
He concluded that “ the endothelial cell is the cell attacked; conse¬ 
quently there is a great multiplication of them, and, owing to their 
great tendency to increase as shown by being multinucleated, they are 
unable to generate lymphocytes. The few lymphocytes formed will 
also be degenerated; hence they fail in their characteristic lipoid- 
globulin envelope, and consist of irregular masses of nuclein.” Mr. 
McDonagh concluded, from the histological appearances, that the con¬ 
dition was one of leuksemic cutaneous lymphocytoma of the endothelial 
cell type, and that the prognosis of the case would be bad. 

The report of the blood examination supplied by Dr. Sibley was 
then discussed. As it was considered advisable that an independent 
examination of the blood should be made. Dr. Galloway arranged that 
the patient should be sent to Charing Cross Hospital and that the blood 
should be examined by Dr. Topley, Clinical Pathologist to Charing 
Cross Hospital. Dr. Topley’s report is now submitted ;— 

“ December 31, 1914 : Bed blood cells, 4,700,000 per c.mm.; haemo¬ 
globin, 62 per cent.; colour index, 0'66 ; leucocytes, 28,140 per c.mm.; 
polyraorphonuclears, 35‘2 per cent.; small lymphocytes, 15‘4 per cent.; 
large lymphocytes, 6'0 per cent.; large hyalines, 3‘6 per cent.; eosino- 
philes, 39‘6 per cent.; basophiles, 0'2 per cent. The stained red cells 
show nothing abnormal.” 

Dr. Galloway’s comment on the new blood count is as follows : There 
is distinct leucocytosis, but not sufficient in amount to make the diagnosis 
of leukaemia, nor is the character of the leucocytes suggestive of this 
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disease. The blood, however, shows a very remarkable number of 
eosinopbile (oxyphile) leucocytes. The blood slides show a remarkable 
picture of eosinophilia. The basophiles (mast cells) are almost absent. 
The eosinophilia may very well be associated with the marked chronic 
inflammatory skin change present in this patient, and may fall into the 
same category as the eosinophilia present in other forms of chronic 
dermatitis, such as in certain pemphigoid conditions. There is clearly 
a marked leucocytosis, but it is possible that the chronic dermatitis 
may be snfQcient to produce this condition. 

After a further discussion at a meeting held on January 11 the 
following statement of the conclusions arrived at by the Committee 
was agreed upon : The evidence submitted, both from the clinical and 
from the histological points of view, seems to be in favour of the 
diagnosis of lymphadenoma with glandular and cutaneous lesions. It 
is agreed that the diagnosis of lymphadenoma must be made with the 
full recognition of the obscure origin of this affection and also of the 
insidious nature of the onset of leukaemia of the “ lymphatic ” type. 

Dr. Sequeira’s patient died soon after the Committee was appointed, 
and the problems presented by his case are at present being investigated 
in the pathological laboratory of the London Hospital. The Committee, 
therefore, is..unable at present to fulfil the instructions given by the 
Dermatological Section, Boyal Society of Medicine. 

Dr. Whitfield’s and Mr. McDonagh’s reports are appended. 

Beport on Db. Sibley’s Case, by Arthur Whitfield, M.D. 

(7) The Skin. 

(а) Epithelium .—This is merely stretched out and somewhat thinned 
over the new tissue below. The papillae are diminished in height or 
completely flattened out over the centre of the infiltration, while they are 
elongated and narrowed at the edges. These are the alterations that 
are usually associated with new tissue formation deep in the corium, as 
contrasted with that beginning in the papillary layer (e.g., in mycosis 
fungoides), in which the undulating line caused by the alternating ridges 
and papillae is exaggerated over the centre of the infiltration. 

(б) The Corium .—The corium is the seat of a massive but somewhat 
diffuse infiltration; The main seats of this are the middle and lower 
parts of the corium, and it would appear that the papillary body is only 
secondarily invaded, as the appearance of the infiltration in the papillary 
body closely resembles that of the middle of the corium at the lateral 



66 


Report of Pathological Committee 


edges of the infiltration. The fibrous tissue in the centre of the 
infiltration is finely reticulated, but whether this is due to newly 
formed fibrous tissue or to the mere rarefaction of the old it is 
difficult to say. On the whole, from the arrangement of the fibro¬ 
blasts and that of the centre of the infiltration I am of opinion that 
at any rate some of it is newly formed. 

None of the sections was stained to demonstrate the elastic tissue; 
the whole of the infiltrated area, especially towards the periphery, is 
strikingly oedematous and very widely dilated vessels are numerous. 
It is again difficult to state definitely whether these are blood-vessels 
or lymphatics, as they have lost their contents, but from a study of their 
walls and the. tissue immediately surrounding them I believe them to 
be lymphatics. All the vessels are surrounded by a wide zone of well- 
formed cells which belong to the ordinary “ clasping ” type. The main 
infiltration varies greatly in different sections. I believe this to be due 
to the fact that the growth has a centre, or rather several centres and a 
thick surrounding zone. In most of Dr. Sibley’s sections the knife (if I 
am right) has passed through the outer zone in a tangential direction, 
giving a picture of only a diffuse, rather dense lymphoid infiltration. In 
one of Mr. McDonagh’s sections the knife has evidently passed more 
nearly through the centre of the infiltration, giving a different and more 
informing picture. Taking the latter as giving a more accurate repre¬ 
sentation of the whole anatomy of the formation, one finds the following; 
In the centre,the growth has a tendency to form follicles, but these are 
not developed very completely. At all events the infiltration is grouped 
into ovoid masses with the reticular tissue arranged in concentric layers. 
The cells in the centre of these rudimentary follicles are large and their 
staining less intense than that of the cells outside. 

The cells of the infiltration consist of :— 

(1) Large, pale-staining endothelioid cells, usually with one but 
occasionally with more than one nucleus; the nucleus is vesicular 
and poor in chromatin, the nucleolus is obvious but is stained bluish 
instead of red as is usually the case. This I believe to be due to lack of 
differentiation in the staining, since it is a very rare abnormality, and 
I notice that the same accident has happened in many instances in 
the nucleoli of the epithelium, which appears to be otherwise normal. 
There is a fair number of multinucleated large cells present, such as one 
commonly finds in granulation tissue, that is, they are more or less oblong 
cells with processes running off into the surrounding tissue. The nuclei 
are grouped into a clump in the centre and not in rings or horseshoes as 
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in the tubercular and foreign body giant cells. I take these to be 
syncytia formed of the previously described endothelioid cells. 

(2) Young fibroblasts, long in shape, evidently active, and apparently 
forming fresh reticular tissue. 

(3) Cells with indeterminate nuclei and spongy protoplasm stained a 
bright cherry-red. These are what are usually described as “ lympho¬ 
blasts ” when qaet with in lymphatic glands, and they are more or less 
closely related to plasma cells. 

(4) Small lymphoid cells with deeply staining nucleus and little 
or no protoplasm. 

(5) Mast cells. 

Cells 1, 2, 4, are numerous, cell 3 is scanty, cell 5 rather abundant. 
I saw no plasma cells, unless one is inclined to class cell 3 under this 
heading, which I am not. Mitosis is apparently normal in type and 
fairly abundant; it gives the impression that the growth is firmly 
developed. Unless one can apply the term “ degeneration ” to the cells 
which show a pale staining in the centre of the growth, there is none 
evident. Personally, I think it would be erroneous to consider these 
pale-stained areas degenerate; I regard it rather as a sign of activity, 
since it exactly resembles what one sees in the centre of the lymph 
follicles of the normal lymphatic gland. 

(ID The Gland. 

It is unfortunate that the sections do not take in the periphery of the 
gland and the capsule. One is therefore unable to state whether there is 
any transgression of the capsule, and further, it is more difficult to study 
the broad anatomy. However, the structure seen is remarkable, and the 
tissue is scarcely recognisable as true lymphatic gland. There is a total 
disappearance of all the follicles, a marked diminution in the numbers of 
the lymphocytes, and a marked increase of the large endothelial cells. 
The sections were not stained to demonstrate either the reticulum or 
the presence or absence of eosinophile cells. The reticulum I should 
say was increased in amount. 

The whole picture strongly resembles that of the lymphatic gland 
in lymphadenoma as described and figured by Dr. Andrewes,^ minus, 
of course, the eosinophile cells which may or may not be present. 
I should say, therefore, that the disease is lymphadenoma with 
miliary growths in the skin. 

» Bowlby and Andrewes, “ Surgical Pathology and Morbid Anatomy,*^ Gth ed., 1913, p. 268. 
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Report of Pathological Committee 


Histology of Db. Knowsley Sibley’s Case, by J. E. B. 
McDonagh, F.R.C.S. 

Epithelium .—The epithelium is only secondarily affected, in that it 
is flattened out, and its layers reduced, over that part of the coriuni 
in which the main mass of the cellular infiltration is situated. The 
cellular infiltration reaches up as far as the basal layer of the epidermis, 
and there is not that space between the two which is said to be 
characteristic of leuktemia cutis. 

Corium .—Although there are main masses of cellular infiltration, 
which are more or less circumscribed and do not invade the sub¬ 
cutaneous tissue, the whole of the corium is studded with a cellular 
infiltration to a greater or to a less degree. In the periphery of the 
main masses, what at once strikes the eye is the marked dilatation of 
the capillaries and lymphatics, the perivascular arrangement of the 
infiltration, and the great number of mast cells. In some sections 
there are numerous eosinophile cells. If the vessels and lymphatics 
are more closely studied one notices that there is a marked endothelial 
proliferation, which in some places is sufficient to block the lumen. 
Some of the endothelial cells have extended peripherally where the 
main increase of cells are connective tissue cells and lymphocytes. 
There are no plasma cells. The main masses are less cellular owing 
to the fact that several of the cells have degenerated, and that the cell 
playing the most part in the infiltration is the large, badly staining 
endothelial cell. In the main masses there are not many lymphocytes, 
and no plasma cells or mast cells, but here and there, where a few 
endothelial cells have coalesced, typical giant cells are to be seen. In 
the immediate periphery the number of lymphocytes are increased; 
there are a few mast cells, no plasma cells, but a very marked increase 
of connective tissue cells. Especially noticeable about the cellular 
infiltration, as a whole, is the poor affinity the endothelial cells and 
lymphocytes show for pyronin and methyl green, especially for the 
former. This means not only that the protoplasm of the cells is very 
poor in lipoid-globulin and therefore markedly degenerate, but that the 
nucleic acid content is diminished, which renders the cell more 
degenerate still. 

Examining the cells individually, the following characters are to be 
noticed;— 

Endothelial Cells .—The protoplasm is sw'ollen, stains faintly, and is 
sometimes granular. In a few of the cells embryo lymphocytes are 
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to be found, but they axe very few in number and not pyroninophile. 
On the other hand, they show a great affinity for methyl green, with 
which they stain very deeply. Instead of the embryo lymphocytes 
being well formed, their nuclei are more often to be seen broken up, 
so that the protoplasm of the endothelial cell appears to be crowded 
with small masses, which stain almost black with methyl green. The 
nuclei of the endothelial cells are swollen; many cells have one or more 
nuclei, and the nuclei may contain one or more nucleoli. The nucleoli 
are remarkable in being so faintly pyroninophile. 

Lymphocytes .—Those already formed stain faintly with methyl 
green and are degenerated. Here and there is to be seen a feeble 
attempt to form plasma cells, the protoplasm of which is irregular and 
only stains faintly with pyronin. A few embryo lymphocytes are to 
be found, but it is an exception for them to contain a lipoid-globulin 
and pyroninophile protoplasm. Most of the embryo leucocytes are 
merely masses of nuclein. 

Lymphatic Gland from Axilla .—The gland is a very small one, but 
practically the whole of its structure is altered. There is very little 
cortex, as most of the gland consists of abnormal follicular tissue. The 
number of lymphocytes are^ diminished, while the endothelial cells are 
very much increased. In the gland section there are a few plasma 
cells and more normal embryo lymphocytes. The endothelial cells 
resemble those already described in the skin section. 

The sections of both the skin and the lymphatic gland resemble 
fig. 11 of my recent paper in the British Journal of Dermatology on 
the r6le played by a lymphocyte, &c., but with certain differences. 

The endothelial cell is the cell attacked; consequently, there is 
a great multiplication of them, and owing to their great tendency to 
increase, as shown by being multinucleated, they are unable to generate 
lymphocytes! The few lymphocytes formed will also be degenerated; 
hence they fail to exhibit their characteristic lipoid-globulin envelope, 
and consist of irregular masses of nuclein. 

From the histological appearances I should imagine that the 
prognosis of the disease would be bad. In my opinion the condition 
is one of aleuksemic cutaneous lymphocytoma of the endothelial cell 
type. 

The Pkesidekt (Dr. J. J. Pringle) said he wished, in the name of the 
Section, to thank the whole of the Pathological Committee for the extreme 
care with which they had investigated this very difficult case; and especially 
Dr. Whitfield and Mr. McDonagh for their exceedingly valuable and elaborate 
reports upon it, which must have involved very much labour on their part. 
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Dr. Knowsley Sibley' desired to endorse cordially the President’s appre¬ 
ciative remarks concerning the labours of the Committee on his case. Their 
elahorate report was of great interest not only to himself but to every 
member of the Section, and he was very grateful for the trouble they had 
taken. 


Case of Pemphigus Vegetans. 

By J. J. Pringle, M.B. 

The patient, a man, aged 28, was a private in the Territorial Army. 
He previously had been employed as a labourer in dye-works. He was 
first seen by the exhibitor on November 26, 1914, in one of the London 
Military Hospitals, and the gravity of his condition being recognised, he 
was removed the following day to the Middlesex Hospital. The disease 
for which he was shown apparently began in the end of September, 
when his skin was said to have been chafed by his “identity disk” 
over the left side of the upper part of the chest and in the left armpit. 
Large blisters bad formed there and had subsequently appeared with 
great rapidity over other parts of his body.. The history as to the date 
of development of the lesions in the mouth was vague, but there could 
be no doubt that they appeared very early in the course of the disease, 
as they were striking elements in the case when he was first seen. 
The distribution of the disease at that time is indicated in the accom¬ 
panying exceedingly rough schema. 

The initial lesions were all bullae, varying in size from a pea to 
a hen’s egg, or large excoriated and discharging surfaces obviously 
resulting from the rupture of bullae. The bullae and excoriations were 
present in greatest abundance in the axillae and bends of the elbows, 
over the lower part of the face, behind the ears and over t\ie back, and 
particularly large blebs were present over both buttocks. These arose 
abruptly from healthy skin and there w’^as no trace of herpetiform 
grouping anywhere. The distribution presented no marked symmetry, 
except in the armpits and bends of the elbows, and there was a con¬ 
spicuous absence of blebs in the inguinal regions. The contents of all 
the bullae were purulent. There were three large blebs on the right 
thigh and leg, but the left thigh and leg were absolutely free from 
disease and had remained so throughout. There was one large bleb 
on the very long prepuce and marked erosion of its mucous lining and 
of the glans penis. The lips and inside of the mouth were very con- 
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spicnously involved, blebs and deep erosions being present over both 
the hard and soft palates and on the tongue and buccal mucous 
membrane, and some were observed even in the nostrils and on the 
conjunctivas. The breath was horribly foetid. Owing to .pain the 
patient articulated and swallowed with extreme difficulty, so that he 
could only be fed with liquids. 




Schema showing the distribution of the disease. A, large bleb on penis ; 
much discharge from inside prepuce. 


When first observed, the contents of all the bullae were purulent, 
and throughout the case the early invasion of the essential lesions by 
staphylococci—certainly within three hours after their appearance— 
had been very striking, and probably accounted for the markedly septic 
temperature. On December 8, however, for the first time a few small, 
quite fresh blebs with clear contents had been discovered on the front 
of the chest, serum cultures from which were absolutely sterile. The 
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Wassermann reaction had been frankly negative throughout, and no 
growth had occurred in blood cultures after six days at 37° C. Agar 
cultures from the excoriations had yielded staphylococci, a diphtheroid 
bacillus and abundant Bacillus proteus. The blood picture had been 
practically normal throughout, and it was especially to be observed that 
there had been no eosinophilia. The examination of the urine was also 
negative, giving no evidence of acidosis or of intestinal toxaemia. It 
contained no albumin or sugar or aceto-acetic acid, and no abnormal 
amount of indican or of phenols. There was no bacilluria. The bowels 
had been fairly regular throughout, but the motions were intensely foetid. 

ThQ patient remained extremely ill till Christmas, his condition 
having been aggravated by a sharp attack of influenza; but since the 
New Year a remarkable improvement both in the local and general 
condition had occurred, which permitted of his being brought from the 
hospital and exhibited. Only a few abortive vesicles had developed 
during the preceding three weeks, and the huge erosions formerly 
present over his back, neck and chest had healed up, although the 
epidermis which had formed over them was extremely delicate, and 
separated off with great facility if any portion of the dressing adhered, 
generally to reform again rapidly. There was no trace of scarring at 
any point. He had gained nearly a stone in weight, and his general 
condition had improved out of all recognition. His temperature, how¬ 
ever, was still abnormally high and maintained the same septic type, 
and to the same degree, as during the earlier stages of his illness. 
Ever since the subsidence of the bullee in the axillae the skin of these 
regions had presented a pronounced condition of vegetative dermatitis— 
or condylomatosis—which justified the ccmnotation of the case as one of 
pemphigus^"vegetans”; and the early and severe implication of mucous 
membranes accorded with general experience of the type of disease 
thus designated. Although the progress of the case under treatment 
had hitherto been exceptionally favourable, it must not be forgotten 
that a few cases of recovery, or at all events of marked temporary 
amelioration, had been reported by competent observers; and the 
patient’s comparative temporary bien-Hre might merely be an inter¬ 
mission in the course of a tragically lethal disease. 

Finally, the exhibitor desired to draw especial attention to the treat¬ 
ment he had adopted. Since December 17 the case had been treated 
by weekly injections of a mixed vaccine (prepared by Dr. Carl Browning) 
of Staphylococcus albus from his blebs, of his Bacillus proteus, and of four 
coliform bacilli isolated from his faeces. At the same time he had had 
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prolonged starch-cyllin-boric antiseptic baths, followed by the swabbing 
of all the parts chiefly affected with peroxide of hydrogen lotion, and 
the free application of a thin zinc-ichthyol cream. It is worthy of 
note that his improvement had been coincident also with the nightly 
administration of 5 gr. of the compound soap pill, a remedy which was 
recommended by Sir Jonathan Hutchinson, Dr. Liveing, and many of 
the older British dermatologists in similar cases. The relative amount 
of credit to be apportioned to these measures could not be accurately 
gauged, but much of the patient’s comfort and well-being was, doubt¬ 
less, directly attributable to the assiduity with which he had been 
nursed. 


DISCUSSION. 

Dr. G, Pernet agreed with the President’s diagnosis, although the case 
differed in the great improvement which had occurred, from those he had seen 
—his own and the late Badcliffe-Crocker’s—all of which died. One case was 
treated with vaccines, but death occurred in a few months. He asked if 
Dr. Pringle attributed the improvement in this case to the vaccines—i.e., 
if up to the time of starting the vaccines the patient was not doing well as the 
result of general antiseptic treatment and good nursing. In a fatal case of 
which he published full particulars in Boeck’s ** Festschrift,” * vaccines seemed 
to help at first, but the ultimate results were nil. The prognosis of pemphigus 
vegetans he regarded as always gloomy. It was unusual for one limb to 
escape the-disease, as was the case with the left leg in this patient, and it 
would be interesting to know whether he had had an injury to that leg. 
A nerve injury might modify the amount of eruption. 

Dr. Whitfield said there appeared to be two types of pemphigus vegetans, 
varying in their degrees of severity. He had at present the first case of 
typical pemphigus vegetans which had ever been under his care, although he 
had seen some instances in consultation, and exhibited at societies. His case 
was almost entirely a mass of vegetation ; indeed, bullous lesions were very 
scanty. About May last there were severe bullous erosions at the back of 
the mouth. The diagnosis of pyorrhoea had been made, and the back teeth 
had been removed, but instead of improving matters it aggravated them. 
Two or three months later the man was attacked with what his doctor called 
“ pruritus ani,” but there were no bullae on the body. The whole perineal and 
sacro-inguinal region formed, however, a mass of peculiar bluish-grey condylo- 
matous-looking material. He admitted the patient to hospital as soon as 
possible, and he had developed one group of clear vesicles on his thigh, from 

* Pernet, “ A Case of Pemphigus Vegetans treated on general lines and by means of 
Vaccines,” Arch. f. Do'm. u. Syph.y 1911, cx, pp. 609-526. 
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which cultivations had been made. There had been some lesions in the left 
eye, and very severe bullous lesions inside the nose. The vegetative lesions, 
however, were not simply overgrown tissue. He found in portions removed 
by biopsy that there were bullse even at the base of these vegetations. 
Cultivation of the only group of bullae showed merely staphylococci and 
streptococci. Two cultivations, of the blood and of the urine, and the 
Wassermann test, were all negative, and the cerebrospinal fluid was normal. 
He had, therefore, come to the end of his resources as to the cause. In reply 
to Dr. Pernet, Dr. Whitfield said the withdrawal of cerebrospinal fluid for 
examination made no difference to the patient; he had been carefully watched 
for any effects of the procedure. 

Dr. Sequeira agreed that there could be two types of this disease* 
He had had under his care a case of the mild type, in which the lesions 
began as blebs. The patient was sent to him by Dr. Corner, of Mile End, 
and she had a large number of vegetations in the flexures, as well as bullsB. 
He took a gloomy view of her case. She wrs placed in the septic ward, and 
given large doses of arsenic, and antiseptic dressings were applied. Recovery 
ensued, and the patient passed out of his care. Her stay in hospital extended 
over several months. Cases had been recorded in which the lesions seemed 
to be more related to dermatitis herpetiformis than to those of true 
pemphigus. 

Dr. MacLeod agreed with Dr. Whitfield’s remark that possibly there was 
a mild and a severe type of pemphigus vegetans. The point that struck him 
most about the condition was the fact that in nearly every investigation of 
the early vesicles which had been made the contents had been found to be 
sterile, though they rapidly became contaminated with ordinary skin cocci. 
He considered that the vegetations were probably the result of secondar^^ 
staphylococcic infection. 

Dr. Gray said he had had a case which might possibly belong to this 
group, that of a girl, who was in a surgical ward at University College Hospital 
with a psoas abscess. She had been in for about a year, with an open sinus. 
She also suffered from psoriasis, and had been under arsenic for five or six 
months in hospital. One day she developed some bullae on the front of both 
wrists, and a few days later in both axillae and then in both groins. * They 
increased in size, then burst, leaving large fungating areas, which discharged 
freely. Some small bullae also appeared in one or two of the psoriasis patches; 
otherwise they were limited to the regions named. The arsenic was dis¬ 
continued, as he thought it might have been responsible for the lesions, which 
were then treated antiseptically. The condition cleared up in about a month. 
So far as he knew, she had no recurrence. He did not know how to classify 
the disease. 

The President (in reply) said that cases of pemphigus vegetans undoubtedly 
varied widely in their degrees of severity. Cases of comparatively mild type 
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certainly occurred, and probably the reported cases of recovery were authenti¬ 
cated by fact. The four cases which bad been under his care previous to 
the present one had all died in from six to eight months. In one of them, 
a young man (whom Dr. Whitfield would remember), the bullse were confined 
to the throat and mouth for fully three months before they appeared on the 
lips and face. In answer to a question by Dr. Parkes Weber, be said that 
arsenic had been given in full doses when the patient first came under 
treatment, hut it was discontinued as it seemed to cause diarrhoea, and the 
vaccine treatment was then substituted. He shared Dr. MacLeod’s view that 
the vegetations were the result of secondary staphylococcic infection. There 
was no history or evidence of nerve injury to the left leg and thigh which 
would account for its immunity from eruption. Finally, be repeated his 
statement that be was unable to commit himself to any definite opinion as 
to the relative value of the vaccine, as compared with the other methods of 
treatment employed, and his impression was that the temporary improvement, 
which was manifest, was probably illusory. 


Case of Lupus Erythematosus. 

By George Pernet, M.D. 

The patient was a man, aged 53, in whom the disease had com¬ 
menced six months previously in front of the left ear. Three months 
later the end of the nose became involved. In front of the left ear 
there was a semicircular lesion with its convexity directed towards the 
cheek, and it consisted of a well-defined narrow border, within which 
there was superficial atrophy. The ear itself was also a^ffected. There 
was no similar symmetrical lesion on the right side, but the right ear 
showed signs of slight involvement. The end of the nose was reddened, 
with markedly accentuated sebaceous plugs, and when the patient was 
first seen the tip of the nose was occupied by a soft, moist crusting, 
which when removed showed gaping sebaceous orifices beneath. The 
patient was otherwise healthy, and it was not possible to discover any 
source of toxic trouble. There had been some history of exposure 
lately as the patient had been riding on the tops of omnibuses. There 
was no history of phthisis in the family. The case was shown on 
account of the age, which was rather later than usual, and the asymmetry. 
He had improved on salicin internally, and a calamine lotion locally. 
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Case of Pityriasis Rubra Pilaris associated with Pregnancy. 

By H. W. Babbeb, M.D. 

/ 

The patient’s age was 43. At the time of demonstration she^as 
seven months pregnant, this being her seventh pregnancy. She had 
never previously had any skin trouble. There was no evidence of 
tuberculosis in the family, nor did she present any symptoms of such 
infection herself: a von Pirquet reaction had not yet been done. She 
stated that she had first noticed the eruption on her chest about two 
months ago, and that a week later she observed that the skin of her 
feet and hands had become hard and thickened. At the same time the 
skin of her face and neck began to feel dry and hot. Her general 
health had been good. 

On examination, the skin of the intermammary area was seen to be 
covered with raised follicular papules in the centres of which dark 
homy plugs could be seen. Though most numerous in the area indi¬ 
cated, these papules were also present on the rest of the trunk and the 
upper parts of the arms. The skin of the hands and feet was much 
thickened and of a dark brown colour; the finer lines had been replaced 
by deep, coarse fissures. Her scalp was covered with thick, whitish 
scales. The face and neck were reddened and scaly ; this condition 
was particularly well seen round the ears. The nails were not affected. 

The case seemed to be a fairly typical one of pityriasis rubra pilaris, 
the chief points of interest being the age of the patient and the 
association with pregnancy. 


DISCUSSION. 

The President said the diagnosis was not, in his opinion, open to doubt, 
but the case was exceptional in regard to its limitations to certain regions, the 
disease in his experience being usually more extensive in area. He did not 
think there was anything more than a fortuitous association with pregnancy. 
Pityriasis rubra pilaris was a very rare disease, whereas pregnancy was a very 
common condition. He hoped Dr. Barber would be able to show microscopic 
sections from the lesions in view of recent divergent views about them having 
recently been expressed at the Section. 

Dr. Whitfield said he had not seen this disease in a pregnant woman 
before: he regarded the association as a mere coincidence. 



Dermatological Section 


77 


Dr. Pebnet said he thought it possible that there might be a connexion 
between the eruption and the pregnancy. The aetiology of pityriasis rubra 
pilaris was not known, and the rashes of pregnancy were very multiform. 


Case of Dry Gangrene of the Toes in an Infant. 

By J. IJ. Sequeira, M.D. 

Patient was a male child, aged 16 months, suffering from dry 
gangrene of the toes. The mother died four months ago in an 
infirmary from pulmonary tuberculosis, and the child had been much 
neglected. It was stated that there had been no previous illness, that 
the child had begun to walk when aged 11 months, but that since the 
toes had been affected he had not attempted to do so. Dentition had 
proceeded normally. There was nothing in the history to suggest 
exposure to cold, traumatism, or any obvious cause of the condition. 

When the patient was admitted to the London Hospital the follow¬ 
ing lesions were present: On the left foot the little toe was affected 
with dry gangrene at its extremity, and chiefly on the plantar surface 
to \ in. below the distal margin of the nail. On the right foot the big 
toe presented a small area of dead black skin on the plantar surface. 
On the middle toe the area of gangrene extended from the end of the 
toe to one-half the length of the nail. On the little toe there was a 
patch of gangrene involving the pad at the end. The areas of gangrene 
were black, quite dry, and separation had taken place on the left little 
toe, leaving a healed surface. There was no evidence of acro-asphyxia 
and the skin immediately adjacent to the black patches was of normal 
colour. The skin elsewhere presented no abnormality. The fingers 
and the auricles were unaffected. There was no evidence of visceral 
disease. The child had put on flesh during the short time he had been 
in hospital, and was apparently in good general health; he slept and 
took food well. The parts had been kept warm by woollen socks and 
cotton-wool, but no other treatment had been necessary. 

The exhibitor stated that neither at the London Hospital nor at 
the North-Eastern Hospital for Children had he seen terminal gangrene 
in an infant, and invited suggestions as to the possible cause. He 
regretted that the circumstances under which the child had been living 
prevented his giving a detailed account of the condition in its earlier 
stages. 
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DISCUSSION. 

The President said he had not the least idea of the cause of the condition 
in so young a child. He assumed from Dr. Sequeira’s account that there 
was no local asphyxia, such as that met with in Eaynaud's disease, or other 
evidences of that condition. 

Dr. Pernet said he had not previously seen a case of this kind in a child, 
but what occurred to his mind was the symmetrical gangrene of the extremities 
of Eayhaud. In seeking for an eetiological factor, he noticed that the child’s 
nose was depressed and the forehead prominent, so that the possibility of 
congenital syphilis should be entertained. 

Dr. F. Parkbs Weber asked whether at the commencement the cyanosis 
was more extensive than corresponded with the final gangrene, only the worst 
parts becoming gangrenous. If so, he thought that it probably belonged to 
the group of Kaynaud’s disease in children, many of which cases were believed 
to be connected with congenital syphilis. In a few of the cases there were 
likewise attacks of paroxysmal haemoglobinuria, which in adults might occa¬ 
sionally be connected with acquired syphilis, also with malaria. Some of the 
cases clinically classed as Raynaud’s disease were possibly really due to 
syphilis or malaria, or to both combined, the vascular spasm occurring as a 
temporary condition—at the commencement of an attack—and perhaps never 
recurring after the onset of the distal necroses. 

Dr. Douglas Heath said the case appeared to him to be more, like 
the necrosis found as the result of disease of peripheral blood-vessels in 
adults than the result of cold. In his experience, when there were broken 
chilblains and frost-bites it was the dorsum of the toes which was involved, 
and similarly the dorsum ‘of the fingers. The occurrence of an end-necrosis 
favoured its being due to arterial disease. He thought it quite likely that there 
was a congenital syphilitic element in this case. 

Dr. Whitfield said he was not familiar with Raynaud’s disease at this 
age, but at present there was no blueness or cyanosis at all. He had had 
under his care one or two cases of Raynaud’s disease, and when they were not 
actually in the paroxysmal stage they remained with very blue hands. This 
child seemed to have a good circulation. With regard to the site of the 
gangrene, the child might have tried to walk on cold slabs, and then the tips of 
the toes would be in contact with the cold surface. But he thought therq was 
something more about the case than simple exposure. 

Postscript ,—The Wassermann reaction which has been tested since 
the child was shown at the meeting has proved negative. 



Dermatological Section 


79 


Bristle from Hair-brush with Ova of Hamalopinm Suis. 

By J. H. Sequeira, M.D. 

De. Sequeira also showed ova of Hsematopinus suis. The ova were 
large brownish-black “ nits,” attached by a collagenous collar to a 
bristle from a hair-brush. Dr. A. E. Shipley, F.B.S., had kindly 
examined the specimen and recognised the ova as those of the Hsemato¬ 
pinus suis —the common pig-louse. The nits were much larger than 
those of the human head-louse, and had lost their opercula. The 
parasite did not attack the human subject. Dr. Sequeira was indebted 
to Lieut. A. C. Palmer, R.A.M.C., F.R.C.S., for the specimen. 


Erythema Gyratum Recurrens. 

By Alfred Eddowes, M.D. 

The patient was a girl, aged 5, of strumous type. The lesions 
a week previous to exhibition were round, saucer-shaped, or perhaps 
better described as resembling a hot-water plate, the centres being 
concave, the edges raised quite ^ in., the sides abruptly ending in the 
normal skin. The skin of the general surface was thin, and the patient 
was poorly nourished. This was the sixth attack in two years. Each 
attack had lasted about three months. One or both eyes generally 
suffered. Now it was the left that was affected. The mouth was slightly 
involved also. Such a definite type was rare. In Crocker’s Atlas there 
was a good drawing and description of such a case, and there was also 
a good picture of it in the Sydenham Society’s plates. The lesions, 
which were very striking, were usually few in number and tended to 
appear symmetrically; much of their typical appearance, so distinct 
a week previously, had changed already. Willis spoke of erythema 
annulare as a common form. It could not be that he had this type in 
mind when he made that statement. 


F —4 
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Ringworm of the Hand. 

By J. M. H. MacLeod, M.D. 

The patient, a middle-aged woman, presented a patch of eczematoid 
ringworm on the palm of the right hand, occupying an area about the 
size of a five-shilling piece, commencing between the first and second 
fingers, and spreading out in a ringed fashion over the palm. The 
patch was smooth, pinkish-red, broken up by an inner concentric ring, 
and limited by a border of exfoliating epidermis. The woman had come 
to the Victoria Hospital for Children with three children, all suffering 
from microsporon ringworm of the scalp, and it was presumed that they 
were the source of the infection. Though cases of eczematoid ring¬ 
worm, due to the Epidermophyton inguinale, were by no means 
uncommon, the infection of the adult by microsporon ringworm was 
exceedingly rare, and the exhibitor could only recollect three such cases 
in his hospital practice. An examination of a piece of the exfoliating 
epidermis showed an abundance of fungus, but its exact nature had not 
yet been ascertained, as there had been insufOicient time for the culture 
to grow when the case was exhibited. 

The exhibitor considered it probable from the concentric appearance 
of the lesion that the fungus was of animal origin, and was possibly the 
microsporon of the cat, but he would report upon it later if a culture 
were obtained. 


DISCUSSION. 

Dr. Gray said he had observed two cases of eczematoid ringworm of the 
palm, and in both of them the organism was an ectothrix. 

The President said that some time ago, when this question was a burning 
one. Dr. MacCormac and he had investigated many eczematoid eruptions on the 
hands in which an epidermophyton was discovered, which would previously, 
without microscopic examination, have been considered as examples of vesicular 
or dysidrotic eczema. 

Dr. Sequeira said he had just reviewed a small paper by Dr. Murray and 
Dr. Paul, of Sydney, Australia, and these authors said that vesicating eruptions 
of the dysidrosis type were found to be associated with a fungus in 80 per cent, 
of the cases; they insisted on the importance of an examination for fungi in 
cases of dysidrosis. 
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Dr. Dobe thought that Sabouraud did not recognise an ectothrix oat ring¬ 
worm, but included it in the Microsporon lanosum group. Apparently Sabouraud 
regarded the cat microsporon as rare in France, and described the ectothrix 
form as Trichophyton niveum radians of the Ectothrix microides group/ 

Dr. Fernet said that in 1904, at the old Dermatological Society of London^ 
he had shown a case of tinea circinata in a young adult woman, who had 
contracted it from a cat. It was a case of oat microsporon, an observation 
which he had confirmed by culture.* 


Ca$e of Hyperidrosis of the Palms. 

By H. Or. Adamson, M.D. 

(Shown by T. P. Beddoes, F.E.C.S.) 

The patient, a girl, aged 16, had had the complaint as long as she 
could remember. There was profuse and continuous sweating of the 
palms and the palmar surface of the fingers of both hands. Changes 
of temperature seemed not to affect the condition. The perspiration 
was so profuse that the sweat dripped from the hands. Neither the 
soles nor any other part of the body was affected. From time to time 
large vesicles formed about the fingers and burst, leaving sore places. 
It was proposed to treat the case by X-rays ‘‘ filtered ” through an 
aluminium screen. 


DISCUSSION. 

The President said that all members of the Section had seen cases of 
this condition, although perhaps not quite so extreme. One case, which had 
impressed itself upon his memory, was that of a medical man who had a 
severe sunstroke in Japan, and, after recovering from that illness, hyi)eridrosis 
developed and persisted permanently. When he entered his (Dr. Pringle’s) 
consulting room, sweat was oozing through his boots, as if he had been wading 
in a stream ; it also oozed through his gloves, and be remained x)ermanently 
disabled in consequence. He also had seen the case of a well-known public 
man who, when about to make a speech, sweated much as this girl did, although 
in the intervals, when nothing occurred to make him nervous, his sweat 
apparatus was quite normal. He regarded the prognosis as bad, and he would 

‘ Sabouraud, “Lea Teignea,” 1910, pp. 229, 876, and 877. 

2 Brit. Journ. Derm.y 1904, xvi, pp. 847 and 458. 



82 Little : Case of Lichen Spinulosus 

like to hear suggestions as to the treatment of such extreme instances as he 
had mentioned. The temporary benefit of X-rays in cases of less severity was 
an undoubted fact. 

Dr. Sequeira said he had seen the condition almost as severe as in the 
present case. It was notoriously difficult to treat. He followed Crocker in 
giving large doses of sulphur in some cases, though be could not trace much 
benefit from that treatment. Occasionally he had seen improvement follow^ 
the application of X-rays, but there was not so much benefit in this type of 
case as in excessive sweating in the axilla, &c. He had seen hyperidrosis on 
an area of the forehead which had previously been the seat of herpes, and it 
persisted for a long time after the herpes disappeared. He had seen unilateral 
sweating, which was set up by the stimulation of acids. Both those facts 
pointed to a nervous origin of the condition. 


Case of Lichen Spinulosus. 

By E. G. Graham Little^ M.D. 

The patient was a girl, aged 10. The history furnished by the 
mother was to the effect that the eruption had appeared for the first time 
twelve months ago on the knees, and had slowly progressed since that 
date to occupy the present positions. The parts chiefly affected were 
the summits of the shoulders, the posterior wall of the axillae, the back 
and front of both the elbows, the outer aspect of the thighs from the 
level of the buttocks to the knees, and the back and front of the knee- 
joint. Two kinds of lesions were to be distinguished, a perfectly 
pale, colourless follicular papule with projecting spine, and a coarser, 
reddened acuminate papule exactly like the papule of pityriasis rubra 
pilaris. The reddened areas were chiefly noticeable on the front or 
extensor surfaces of the elbows and knees, the lesions elsewhere than 
in these positions being of the pale variety. There was no itching, 
nor were other subjective sensations in connexion with the patches 
noted. In view of some recent suggestions of the tuberculous associa¬ 
tions of the disease, it might be of interest to note that the patient’s 
elder sister had been operated upon for tuberculous glands; but there 
was no suspicion of tuberculosis in this patient. 

DISCUSSION. 

The President, asked whether it was certain that this child had not got 
congenital keratosis follicularis. He thought, chiefly on the ground of the 
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distribution of the eruption, that this was possible, and that the original 
lesions had been modified by irritation. He saw nothing resembling lichen 
planus papules. 

Dr. Little replied that no part of the eruption was congenital, and no 
otherjmember of the family had any similar disease. 


Case of Pityriasis Rosea. 

By E. G. Graham Little, M.D. 

The patient was a Jewish boj', aged 10. The eruption was unusually 
scaly and erythematous, and on the back there were some darkened 
scaly patches contrasting with the vivid pink of the greater part of the 
rash. There was no history of a pioneer patch, and the whole eruption 
had come out acutely nine days previously. It was principally present 
on the trunk, with a few scattered patches on the upper arms and 
thighs. It was moderately itchy. The unusual degree of scaling made 
the diagnosis of seborrhoeic eczema a- possible one, but the distribution, 
acute onset, and colour favoured the diagnosis of pityriasis rosea; in 
corroboration of this was the fact that there had been some premonitory 
symptoms of sore throat, and headache, and there was considerable and 
general glandular enlargement. 

Dr. Little had seen an unusual number of cases of pityriasis rosea 
recently in his two skin clinics, and asked whether that was the 
experience of others. December and January he found were the 
months of most frequent incidence. 

DISCUSSION. 

Dr. SequeiRA agreed with the diagnosis. 

Dr. Eddowes confirmed Dr. Little’s observation that pityriasis rosea was 
very prevalent in London. 

The President agreed with the exhibitor’s views. The type of eruption 
was that which Dr. Little and be used to discuss when Dr. Little was his 
clinical assistant fifteen years ago, and which gave rise to difficulties of 
differential diagnosis between acute seborrhoea and pityriasis rosea. He had 
now come to the conclusion that many of the conditions be then thought to be 
acute seborrhoea were really unusually inflammatory pityriasis rosea. Super¬ 
ficially the condition was almost like psoriasis. He had seen a case of this 
kind irritated by a chrysarobin treatment into general exfoliative dermatitis. 
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Case of Parapsoriasis-en-plaques. 

By E. G. Graham Little, M.D. 

The patient was a young girl, aged 12. The most characteristic of 
the patches was situated on the upper and outer part of the right thigh, 
where an area the size of the palm of a man’s hand was to be seen, with 
a faint rose colour and a slightly' serpiginous margin, and an almost 
imperceptible infiltration, so that the whole affected area was slightly 
swollen and raised. The follicular orifices were unduly patent in this 
region, but there was no spiny papule. There was no subjective sensa¬ 
tion complained of in the affected parts; similar patches were present 
on the opposite thigh, on the buttocks, on the legs, and on the summit 
of the shoulders. The condition had persisted for over twelve months, 
and had recently been considerably altered by treatment with a strong 
salicylic acid ointment continually applied. 

Lymphadenoma with Glandular and Cutaneous Lesions.' 

By W. Knowsley Sibley, M.D. 

This case had been shown at the meetings of the Section held in 
June and October, 1914, when it was referred for investigation and 
report to the Pathological Committee. Since that date the patient 
had been taking arsenic internally and had had several applications of 
X-rays to the tumours over the occipital region, the enlarged glands 
in the sides of the neck, and to that in the left groin, and also to the 
skin over the left arm, forearm and hand. 

In December the patient had had a severe attack of herpes zoster 
gangreenosa, preceded by considerable pain over the left lower ribs, which 
had left extensive and deep scarring. He had also from time to time 
complained of pain in the distribution of the median nerves, which dis¬ 
appeared on omitting the arsenic for a day or two. At the present time he 
was taking 12 minims of liquor arsenicalis, three times a day after food. 

There was a very considerable improvement in his general condi¬ 
tion. The skin lesions were much less marked, though the actual local 
appearances varied considerably from time to time, almost from day to 
day. The tumour-like formations on the back of the neck had com¬ 
pletely disappeared, and all the enlarged glands which had been treated 
with X-rays had considerably decreased in size. 


The full report of the Pathological Committee on this case is published p. 63 et seq.). 
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Dr. Knowsley Sibley’s case of lymphadeDoma with glandular and 
cutaneous lesions. 

Fig. 1. 


Taken on October 21, 1914, showing enlarged glands in neck, and general 
eruption over chest and arms. 
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Dr. Knowsley Sibley’s case of lymphadenoma with glandular and 
cutaneous lesions. 

Fig. 2. 

Taken on October 21, 1911, showing tumours on back of neck, and general 
eruption over the back. 


2>crmatoIoaical Section. 

February 18, 1915. 

Dr. J. J. Pringle, President of the Section, in the Chair. 


Case of Multiple Tumours. 

By E. G. Graham Little, M.D. 

From clinical evidence alone the exhibitor had regarded the case 
as one of fibrosarcoma, but microscopical examination proved the 
tumours to be due to chronic fibrosis of the fat zone. The patient, 
a gentlemen, aged 49, gave an extraordinary history. Fifteen years 
ago he was treated, first in Turin and later in Geneva, with hypodermic 
or intramuscular injections of “phosphorus,” ordered for a nervous 
affection from which he was supposed to be suffering. He had about 
fifteen injections of this, given every alternate day, some by the doctor 
and some by himself. Nodular swellings had resulted which had 
persisted for fifteen years and latterly had increased in size. In one 
or two instances there was slight redness round the tumour, but for the 
most part there was no inflammation, and the patient suffered hardly 
any discomfort. There were about twelve tumours, each about 2 in. 
by 1 in. in size, in the form of flat masses of induration which affected 
the whole thickness of the skin and were movable with it over the 
subjacent tissues. The diseased area could be lifted up, and formed 
a thickness of about f in., and one of these which was excised confirmed 
the clinical impression. The surface of the mass was, except in one 
or two instances mentioned, of the same colour as the surrounding skin, 
and was slightly puckered. The tumours were distributed on the upper 
parts of both buttocks and on the inner and upper surface of both 
thighs. These were also the sites of the injections, according to the 
history. The masses were extraordinarily hard and firm, and felt very 
like fibrosarcomata. One of the smaller tumours from the buttock was 
excised and sections cut from it, and examined by Dr. Kettle, Pathologist 
to St. Mary’s Hospital, who furnished the following report:— 

“ Sections were taken through the greatest diameter of the nodule 
MH —3 
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and from the surrounding fat, and were stained in various ways. 
Unfortunately it was not possible to make satisfactory preparations 
stained for fat, as the specimen had been sent for examination put up 
in alcohol. The skin seems healthy and shows no change of any 
importance. The tumour presents a very anomalous appearance. It 
is composed, for the most part, of a very dense fibrous tissue which 
contains few fibroblasts, and shows little or no evidence of activity. 
Occasionally, especially at the deeper margin, there are groups of 
mononuclear cells, but the main mass of the tumour appears to be 
quiescent. Imbedded in this fibrous tissue are large groups of irregular 
cells varying very much in size and shape, and having a vacuolated 
cytoplasm and a compressed, deeply staining nucleus. Sometimes these 
cells are larger, denser, and multinucleated. These groups of cells occur 
especially in the more superficial zone of the tumour and its deeper part, 
and they appear to be invading the normal fat at the periphery, either 
independently or in association with prolongations of the fibrous tissue. 
They are, I believe, fat cells of the embryonic type. The appearances 
may be explained, I think, by regarding the condition as one of chronic 
inflammatory fibrosis associated with regeneration of fat. In the 
central parts the inflammation is old, but at the periphery there is some 
fibroblastic reaction and cellular infiltration pointing to an active process, 
although there is no evidence as to its nature. The formed vessels 
show a considerable degree of sclerosis, also suggestive of an old in¬ 
flammation. Even so, the fat reaction seems to me to be highly 
peculiar and difficult to explain, for it appears to be present in advance 
of the inflammatory area. The tumour is not a fibrosarcoma, but there 
is just the possibility that it might be a highly atypical form of lipo- 
sarcoma. In the absence of any localised mass of growth, however, 
this is scarcely likely, and I should not care to suggest such a diagnosis 
without much stronger evidence. Under the circumstances, I think 
the condition must be regarded as a chronic inflammatory one, of 
unknown origin.” 

Expressions of opinion were invited as to the prognosis and 
treatment. 


DISCUSSION. 

The President (Dr. J. J. Pringle) remembered having seen one apparently 
identical case, which was diagnosed after microscopic examination as multiple 
fibro-lipomata; but there was no history of previous puncture or other 
traumatism. There were six growtlis present, and they were successfully 
removed hy a surgeon. 
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Dr. Pebnet said be had never seen a similar case, but it reminded him of 
one something like it under Badcliffe Crocker a number of years ago. The 
patient attended once only, and no microscopical examination was made. 
Radcliflfe Crocker’s suggestion was that the tumours might be due to drug¬ 
taking. There had been no injections, as in the present case. 

Dr. MacLeod agreed that the obvious feature in the case was a fibromatosis, 
which was well marked in the hypoderm about the fat lobules. He was unable 
to express an opinion from the section exhibited as to whether there was a new 
lipomatous formation. He considered it quite possible that the fibromatosis 
might have been set up by the injections. 

Two Cases of Dermatitis Factitia. 

By George Pebnet, M.D. 

. Case I .—A female patient, aged 23, with a number of superficially 
ulcerated and irregularly shaped lesions, and the remains of older ones 
and scars, about the upper hemisphere of the left breast. The process 
had been going on for a year on and off. There was a history of similar 
lesions in the same situation three to four years previously. There was 
also an ulcerated lesion on the right leg. According to the patient, the 
individual lesions lasted three months, then fresh ones appeared. There 
was very marked tenderness in the supra- and infra-mammary areas on 
the left side, but no ovarian tenderness. Some anaesthesia of the left 
border of the tongue was also present a few days, previously, but there 
was no pharyngeal anaesthesia. The patient was left-handed in a 
general way for rough work, but she used her right hand for writing. 

Case II .—A female patient, aged 30, with a history of three years 
and four months’ duration. The condition was said to have been started 
by the accidental discharge of shot into the left forearm. Now the 
extensor surfaces of the left upper limbs were occupied by irregularly 
shaped, superficial ulcerations, crusts and scars. The individual lesions 
get quite well, but break down again when the patient resumes work. 
On the left side, from the shoulder and curving down over the left 
breast, were a number of scars, hypertrophic, irregular in shape 
(lozenge, angular and elongated), and reaching on the shoulder to near 
the spine of the scapula (within radius of fingers of the right hand 
thrown over left shoulder). On the left side of the body, in the mid- 
axillary line and about the region of the last ribs, were the remains of 
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recent lesions superficially reddened, and also the remains of older ones. 
The patient was right-handed. A few days previously, on her second 
visit, she presented some recent more or less quadrilateral bullae of the 
pomme soufflee type. 


DISCUSSION. 

Mr. Samuel said he would like to discuss these cases from a psychological 
point of view. He did not agree that all dermatitis artefacta cases should be 
called (as they were in some text-books) feigned eruptions. There were two 
chief classes of cases—viz. (a) the true malingerer, where the artefact was 
produced consciously for the sake of gain or freedom from work; (b) the other 
more common class of case—viz., the hysterical dermatitis artefacta. It was 
at first sight difficult to appreciate the reason for these hysterical manifesta¬ 
tions. It was commonly said it was due to the desire to attract sympathy, or 
suggested the patient was devoid of reason. Mr. Samuel could only briefly 
touch upon the explanation, but, according to Freud, it was somewhat as 
follows : Freud regarded hysteria just as he did all the psycho-neuroses, as the 
result of conflict between factors of the sexual instinct in its broadest sense 
and that of herd instinct (i.e., the ethical code, customs, conventions, laws, 
<fec., of the society the individual belonged to). In most normal individuals 
the sexual instinct was sublimated into useful social channels, but in the 
neurotic the sublimatory process was not achieved, and the inevitable conflict, 
with its accompanying emotional tension, took place in the patient’s mind. 
This intolerable state of tension was got rid of by a process of repression, where 
the offending combatant—viz., the sexual instinct—was pushed back into the 
unconscious (it was noteworthy that most of the cases were young single 
girls with no outlet for the sexual emotion). Although repressed, the idea did 
not cease to exist, but, on the contrary, acted as a foreign body, constantly 
striving for exit and expression. It could not do this in consciousness owing 
to the repressing force (Freud’s endopsychic censor), but did so indirectly in 
all kinds of ways, so long as the subject did not recognise it in its disguise— 
viz., by phobias, hysterical paralyses, anaesthesia, and artefacts—so that these 
manifestations could be looked upon as indirect expressions of the sexual 
instinct and emotion. Freud called them conversion hysterias (the idea con¬ 
verted into physical stigma). Being unconscious, the idea w^as not under the 
control of the will, so became dissociated and assumed an automatic action. 
It was obviously useless and unfair therefore to take the patient to task or 
confront them with the act which was automatic, just as functional anaesthesia 
and paralyses were dissociated. One must try to reach the unconscious by 
liypnosis and make suggestions in that condition; but these hysterics were hard 
to hypnotise, and even then one was only dealing superficially with the trouble, 
which would recur in other forms. The most rational treatment was that 
of psycho-analysis (a very long and difficult procedure requiring great experi¬ 
ence and special technique), by which the submerged idea was reached and 
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made conscious. The patient was reintroduced to his conflict in consciousness 
and made to fight it out, assisted considerably by sublimating the striving 
instinct into useful social channels. One should never ridicule these poor 
sufferers or regard their symptoms as trivial. 

Dr. Graham Little did not agree with Mr. Samuel’s contention that 
patients should not be confronted with the accusation of self-mutilation when 
this could in fact be proven. He had been struck with more than one demon¬ 
stration of the rapidity of cure when the patients knew that they had been 
found out. 

Dr. F. Parkes Weber thought that of all diseases related to disorders 
of the psychical system, artificial eruptions in young women most deserved 
study from the psychical point of view, and it would have been a great advan¬ 
tage if the followers of Freud’s teaching had concentrated upon this subject 
much of their psycho-analytic investigations. It would be a great gain to be 
able to clear up the mysterious mental element in these cases. 

Dr. Pernet replied that he agreed with some of the views which Mr. 
Samuel had expressed. In 1909 he read, in Philadelphia, a paper on “ Psycho¬ 
logical Aspects of Dermatitis Factitia.” ^ Moreover, at the Salpfitri6re, in the 
days of Charcot, he had seen many cases of hysteria. But he did not agree 
with Mr. Samuel’s definition of hysteria as a conflict between primary 
instincts. Janet, in his “ Automatisme Psychologique,” discussed hysteria 
very fully. Dr. Pernet had suggested that in some of these cases there was 
perhaps an alternation of personality. As to Freudism, that was another 
story. 


Case of Coccidiosis Avenerea, with Microscopic Specimens. 

By J. E. E. McDonagh, F.E.C.S. 

Mr. McDonagh read some notes of this case. The patient, a big 
and healthy-looking man, aged 22, was brought to him by Mr. Drew 
(Oxford), complaining of a rash on his elbows and penis. When the 
rash appeared the patient was stationed in the North-west Frontier 
Province (India), and the following was the patient’s account of the 
case. In August, 1914, he was playing hockey when he fell and cut 
both knees and the right elbow. A dressing was applied to the knees, 
but as the elbow wound was trivial no attention was paid to it. The 
knees healed quickly, but the wound on the elbow healed slowly. 


' Vide Pemet, Trans, Avier. Derm. Assoc., 1909 ; also the Journ. of Cutan. Dis., New York, 
1909, xxvii, p. 547. 
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Two months later a rash developed outside it and had been gradually 
spreading since. In September, 1914, the patient had what he called 
a “ go of temperature,” which lasted for three weeks. He had never 
had fever before, so the diagnosis made at that time was “fever 
following a frontier sore.” Many doctors saw the sore on the elbow, 
and most were of the opinion that it was a “ frontier sore.” In 
November, 1914, a rash appeared on the penis, and a month later the 
left elbow became affected. The patient was treated with arsenic in¬ 
ternally and various ointments were applied locally without any result. 

When Mr. McDonagh saw the patient he was only on a few days’ 
leave from the front, and it was on this account that he was unable 
to show the case. The lesion on the right elbow was a little bigger 
than a five-shilling piece; it was purple-blue in colour, slightly crusted 
in parts, and here and there were small depressed scars. The patch 
looked not unlike a sarcoid. Outside the patch were several irregularly 
distributed but discrete papules. The papules were about the size of 
a hemp-seed, red-brown in appearance, with somewhat of a transparent 
look, like the apple-jelly nodules in lupus. Some of the papules were 
crusted, a few had coalesced, but the base upon which they were 
situated was not inflamed. The rash on the penis and the left elbow 
was papular and indistinguishable from the papules just described. 
The papules on the penis affected the glans, the corona, and the 
under surface of the prepuce. When the under surface of the prepuce 
was stretched several papules were seen to be developing, so a portion 
of the tissue in this region was excised for microscopical examination. 
The patient had no enlargement of his lymphatic glands, nothing else 
abnormal could be discovered; he had never had sexual connexion, and 
the Wassermann reaction was negative in all dilutions. 

Thinking the case was one of an infective granuloma, and probably 
protozoal in origin, he gave the patient potassium iodide internally and 
unguentum iodex externally, with the result that in four days’ time 
there was a very distinct improvement. 

Histological Examination of an early Papule. — Situated in the 
deeper layers of the corium was a circular cellular infiltration, about 
1 mm. in diameter. The mass was perfectly circumscribed and there 
was no surrounding cellular infiltration. The mass might be said to 
consist of three parts: an outer layer of plasma cells, then a layer of 
mixed plasma cells, lymphocytes and endothelial cells, while the centre 
was mainly occupied by lymphocyte-producing endothelial cells. Hence 
the mass was not unlike a lymphoid follicle in a chronically inflamed 
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First division of trophozoite 
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Fig. 3. 


Development of trophozoite into merozoite. 



Development of merozoite into spores. 
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Intracellular development of spores. 



Fig. 6. 


Extracellular development of spores, 



96 McDonagh : Case of Coccidiosis Avenerea 

lymphatic gland. Mainly in the intermediary zone were to be found some 
intracellular bodies, which were markedly pyroninophile, suggesting at 
once that they were parasitic. The cell affected was the endothelial 
cell, and the following were the phases which could be discerned:— 

(1) A bright pyroninophile mass lying in its own unstained 
protoplasm, and the whole situated in a sac outlined by the edge of 
the protoplasm of the endothelial cell, and in one part by the concave 
inner surface of the nucleus (trophozoite) (figs. 1 and 2). 

(2) An inclusion body in which the pyroninophile mass had become 
divided into two (merozoite) (fig. 3). 

(3) Inclusion bodies in which the pyroninophile masses had further 
divided into four, eight, and so on (spores) (figs. 4, 5, 6). 

The more developed was the inclusion body, the more degenerated 
was the endothelial cell, so that when the body had formed what 
appeared to be spores, it looked as if it was extracellular. The inclusion 
bodies were optically active, and gave the same microchemical reactions 
as the phases of the Leticocytozoon syphilidis, to the asexual stage of 
which they seemed to correspond. 

In the opinion of the exhibitor the case was one of what might 
be called human coccidiosis, in which only the asexual stage was 
perpetuated. He had seen somewhat similar bodies to these in granu¬ 
loma inguinale and in the sections of Dr. Sequeira’s case which was 
recently submitted to the Pathological Committee of the Section. 

From what had been said about this case, the most reasonable 
explanation to offer would be that the organism entered the wound on 
the right elbow from the earth, developed in situ, gained entrance to 
the circulation, caused fever, and then settled down in various areas to 
produce lesions. Considering how common coccidiosis was in animals, 
it was surprising that many varieties had not already been described 
in man. In the same way that it had been claimed that some cases of 
infective granuloma, which had been -wrongly diagnosed as syphilis, 
were sporotrichosis, the same claim would probably be made out for 
coccidiosis. He was at present investigating certain primary syphilitic 
lesions, which were not followed by further symptoms, and which did 
not respond to treatment, unless it were in the form of iodine prepara¬ 
tions. He had already come across five cases in which only the 
asexual stage of the Leucocytozoon syphilidis could be demonstrated. 

Whether the parasite in these cases was really the Leucocytozoon 
syphilidis or some other coccidium remained to be seen. Anyhow, 
there were small differences in the various cases he had seen, which 
he hoped to give in fuller detail later. 
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Case of Favus of Glabrous Skin. 

By S. E. Dore, M.D. 

Db. Dobe said the case had been somewhat spoiled for demonstration 
purposes by treatment. The patient, a girl, aged lOJ, presented two 
oval, erythematous, slightly scaly patches on the chin and right side of 
the neck near the angle of the jaw. There was also a similar lesion on 
the outer side of the right knee. When first seen the patches were 
indistinguishable clinically from circinate ringworm but for the fact 
that there was a typical favus cup in the centre of the lesion on the 
chin. He thought it was probably a mouse favus. Cultures and a 
stained microscopical specimen were shown. The mother said there 
were mice in the house, but the one she had brought him was healthy. 
The patient was English, and neither mother nor daughter had ever 
been out of this country. 


DISCUSSION. 

Dr. Adamson said that mouse favus in children due to Achorim 
Quinckeanum was fairly common in this country, and several members had 
shown examples. He did not think the culture exhibited by Dr. Dore was 
an Achorion Quinckeanum, which gave a more luxuriant white downy growth. 
It was not unlike a large-spored trichophyton culture, and he thought it might 
be the “ trichophytiform favus,** which had been described by Sabouraud, but 
not previously recorded in this country. It was not the ordinary Achorion 
Schonleinii. 

Dr. Douglas Heath said he had had two cases of mouse favus, and the 
cultures he obtained from them were white and downy. The present culture 
was almost of a buff colour, and drawn in towards the centre, so it seemed 
different from the cultures of mouse favus with which he was familiar. 

Dr. MacLeod said that he did not consider that the cultures shown were 
ordinary human favus, and thought that they were somewhat less fluffy and 
more yellowish than the ordinary cultures of the Achorion Quinckeanum of 
mouse favus. Before coming to a conclusion that the culture was a third 
fungus, he thought it would be advisable to grow it on Sabouraud*8 medium. 

Dr. Graham Little suggested that Dr. Dore should grow the fungus on 
the recognised proof medium of Sabouraud, and bring another sample of growth 
under these conditions. He was not persuaded that this was not an atypical 
form of Achorion Qtiinckennum, the unfamiliar nature being possibly conditioned 
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by the medium on which it had been cultivated. In early days, before the 
general adoption of the proof media, many varieties of the same species had 
been reported, the variations being subsequently shown to have depended on 
variations in the medium. 

Dr. Bunch said the cultures shown were, in his opinion, unusual, although 
he was inclined to think they more closely resembled the Achorion Schonleinii 
than the Achorion Qicmckeannm, He agreed that it would be of interest to see 
what the culture w^ould be when grown on Sabouraud*s medium. 


Case of Morphoeic Sclerodermia. 

By W. Knowsley Sibley, M.D. 

The patient was a woman, aged 29. She had been married three 
years, and had one child aged nearly 2. There was nothing unusual in 
her family history, and no case of consumption had been known to 
occur in it. She had had scarlet fever and measles when a child, and 
was not in good health at the age of 15, when she suffered with 
patches of baldness. After a time the hair grew again on all the bald 
patches. For some years she had noticed “ white spots scattered 
over the upper regions of her chest. Of recent months these had 
considerably increased, both in numbers and size, many having coalesced 
to form larger areas. Similar spots had also appeared over her shoulders, 
sides of the neck, and on the ulnar surface of the forearms. 

On examination, the upper regions of the thorax were seen to be 
studded with a large number of white spots which had the appearance 
of being small scars, as after an attack of acne. The spots were 
opaque, white, and glistening in appearance. Over the clavicular regions 
the skin was generally white and slightly infiltrated. The shoulders 
presented a somewhat similar appearance, with a marked patch of 
sclerodermia as large as the palm of the hand, situated in the intra¬ 
scapular region, where the skin was much infiltrated and wrinkled. 
There was a considerable increase of pigmentation in the skin in the 
neighbourhood of these white patches. White patches similar to linese 
atrophica} occurred on the sides of the neck over the posterior border 
of the sternomastoid muscle up to the hairy scalp. Similar lesions 
occurred over the ulnar surface of the forearms. The linese atrophicoe 
on the sides of the abdomen were not very abundant, and were normal 
in appearance. There were no lesions present on the thighs or legs. 
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The patient had some half-dozen small patches of alopecia areata 
about the scalp, on some of which the hair was re-growing. The eye¬ 
balls were possibly somewhat prominent and von Graefe’s sign was 
present. The thyroid was slightly enlarged. 

DISCUSSION. 

Dr. J. L. Bunch said he had recently shown a similar case of morphoea 
guttata before the Section for the Study of Disease in Children in a child 
aged 12. He had been surprised to find how many French and American 
authors found it difficult to make a diagnosis betw’^een it and lichen atrophicus. 
No doubt there were, in some cases, resemblances ; but in his opinion the 
differential diagnosis between the two diseases did not, as a rule, present very 
gi*eat difficulties. In both French and American literature considerable stress 
was laid on a history of tuberculosis in the patient, or bis or her parents, but 
no such history was obtainable in his patient, and he asked Dr. Sibley whether 
his patient gave any such history. Dr. Bunch asked whether any section had 
been made, as the microscopical appearances already reported seemed to differ 
considerably. 

Dr, F. Parkes Weber asked whether members of the Section agreed that 
in these cases of superficial sclerodermia the tissue over and about the clavicles 
was one of the most frequent sites to be affected, as he thought it was. He 
asked whether definitely satisfactory results had been obtained from thyroid 
treatment in these cases. Thyroid treatment had been largely employed, or 
rather had been given a trial, in all varieties of sclerodermia, notably in the 
deep symmetrical diffuse sclerodermia specially affecting the extremities, before 
the onset of marked atrophic changes. 

Dr. Graham Little, in answer to Dr. Parkes Weber, said that he had 
seen marked improvement with thyroid treatment in a case of extensive patchy 
sclerodermia, and the patient himself had been so satisfied of the improvement 
that, notwithstanding that he was obliged to remove to Derby, he continued to 
come up from that somewhat distant place in order to remain under treatment. 

The President said it was undoubtedly very frequent for morphoea to 
appear first over and above the clavicles. In this case, he thought the associa¬ 
tion of alopecia areata with typical morphcea suggested the possibility of some 
endocrinic gland disorder, perhaps of the thyroid; and he drew attention to the 
presence of a distinct degree of von Graefe’s eyelid symptom in the patient 
on the right side. The most perfect example of guttate sclerodermia he had 
seen — it was now the fashion to call it “white-spot disease” — was in a 
girl, whose case he exhibited to the Clinical Society twenty-nine years ago.' 
She had typical Graves’s disease, and rapidly developed multiple, tiny, 


' Trans. Clin, Soc. Land., 1886, xix, p. 313. 
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roughly symmetrical spots of morphoea. Three years previously she had had 
symmetrical alopecia areata. Many other such cases had been recorded in 
which thyroid gland disorder had been present, associated with morphoea. 
He had not, however, seen any convincing evidence of the efficacy of thyroid 
treatment, either of morphceic sclerodermia or of alopecia areata. It was 
remarkable how seldom these cases of the morphceic type merged into 
generalised sclerodermia, if they ever did so. 

Dr. Sequeira said he showed, some years ago, a lad who had the band 
form of morphoea, associated with the guttate form of sclerodermia, with 
herpetiform distribution on one side of the chest. The band on the leg 
extended from below the trochanter along the line of the sartorius and 
involved a great part of the leg. The guttate lesions were limited to the 
anterior half of the intercostal nerve areas. 

Dr. Pernet agreed that the clavicular region was frequently an early seat 
of the condition. He believed he had had some results from administering 
thyroid extract. In a girl now attending the West London Hospital improve¬ 
ment seemed to have followed thyroid gland treatment; the effects were slow 
to make their api^earance. 

Mr. Samuel asked if members had noticed the prominence of the eyes, and 
queried whether the lagging of the eyelid noticed by the President would not 
be a contra-indication for treatment by thyroid extract. According to a recent 
article in the Practitioner^ many cases of exophthalmic goitre developed into 
athyroidism and then did well on thyroid, and it was stated that in that stage 
the exophthalmos might still be evident, although the patient was actually 
suffering from deficient thyroid secretion. 

Dr. A. Eddowes said not only was the clavicular region a common early 
seat of the condition, but he believed the affection appeared more commonly on 
the left side than on the right. 

Dr. Sibley replied that he had not been able to find any history of 
tubercle in the patient; sections had not been made. The main interest in 
the case appeared to be one of treatment. His experience of these cases, 
especially when there was much infiltration of the chest wall, vras that they 
were all improved and often cured with local radiant heat treatment. He 
had begun that in this case, which was still in an early stage. 
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Case of Rodent Ulcer. 

By E. G. Graham Little, M.D. 

Patient, a man, aged 71, exhibited a rodent ulcer on the nape of 
the neck, and his case presented some interesting features. The history 
was that five years ago a “ kernel ” had formed on the neck which 
increased in size without ulcerating, until it must have been as large 
as a good-sized walnut, and then at the end of four years—i.e., twelve 
months ago—a portion of the tumour had ulcerated, leaving an intact 
portion at the upper and inner margin, which remained a typical waxy, 
mamillated rodent growth as big as a Barcelona nut. The ulcerated 
portion, in immediate continuity with this, was larger, and also pre¬ 
sented the typical aspect of rodent ulcerations, the raised hard ridge 
surrounding the shallow excavation being particularly noticeable. No 
enlarged glands could be felt in the neck. A second feature of interest 
in the case, besides the unusual position, was the fact that there were 
numerous senile keratomata on the dorsum of both hands, and some on 
the face as well, and one in the latter position had begun to ulcerate, 
forming a second very small “ rodent ulcer.” There was no evidence, 
however, to show that the large ulcer on the neck had begun in the 
same way, on the site of a senile keratoma. Yet another feature of 
interest lay in the man’s statement that his father had also had a 
chronic rodent ulcer of the same type as his own, but that he had 
lived notwithstanding this to the age of 95. This history and the 
rather advanced age of the present patient might suggest the propriety 
of regarding this as not a rodent ulcer but as a sguamous-celled 
epithelioma, for it had been stated that rodent ulcerations with history 
of inheritance were very seldom seen. The exhibitor did not think the 
age was an important objection to the diagnosis of rodent ulcer and he 
had had several cases of probable inheritance. He was in full agree¬ 
ment with, the opinion expressed by Besnier who had said that rodent 
ulceration might be the terminal form of many varieties of epithelioma, 
and he held that it was, in fact, a clinical term of great convenience, 
but did not connote a special cellular type, although, as Fox had 
pointed out long ago, general experience showed that growths clinically 
diagnosed as rodent ulcer exhibited singular uniformity in microscopical 
structure. Norman Walker had been rash enough many years ago to 
throw a challenge to the surgeons, “ to many of whom,” he said, “ all 
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slowly growing epitheliomata were rodent ulcers, but that this view was 
shared by few pathologists ’’! But if rodent ulcer were essentially a 
clinical term, and this was all that could, in the exhibitor’s opinion, 
be claimed for it, the two most characteristic differences which alone 
justified the making of a clinical group apart—and it must be 
remembered that the large majority of Continental writers did not 
follow the English school in this separation—were precisely this slow 
growth, and the absence of glandular invasions. By these criteria, axid 
by the absolutely typical appearance of the lesion itself, this was 
undoubtedly a case of rodent ulcer. Dubreuilh, who had gone furthest 
of Continental writers in accepting the English view, attempted to 
withdraw from the rodent group cases showing senile keratomata and 
perhaps on these grounds would exclude this patient from that group, 
but—in the exhibitor’s opinion—on insufficient grounds. But no con¬ 
nexion could be established between the rodent ulcer on the neck and 
the keratomata, although on the face there was a definite commence¬ 
ment of a rodent ulceration on the site of a keratoma. In opposition to 
Dubreuilh, the exhibitor was of opinion that senile keratomata were 
frequently associated with the development of perfectly indubitable 
rodent ulcers. 


DISCUSSION. 

Dr. Adamson said that this patient had undoubtedly multiple wai'ty 
growths on the face and backs of the hands which were secondary to 
dermatitis Solaris of these parts, but he would hesitate to say whether the 
large lesion on the back of the neck was one of these warty growths which 
had taken on a more active proliferation, or whether it was a true rodent 
ulcer of independent origin. A microscopical section would help. If it were 
a true rodent ulcer it would be probably a pure basal cell epithelioma ; if a 
proliferated warty growth, it might still be basal cell, but would also contain 
horny cell-nests. He thought the term “ rodent ulcer ” should be limited to 
basal cell growths of embryonic origin and not arising on previously damaged 
skin. A difficulty arose from the fact that, although the majority of epithelio* 
mata arising on previously damaged skin were squamous cell epitheUoma, 
yet they might occasionally be basal cell and simulate rodent ulcer. They 
should be kept distinct, because they were aetiologically different and because 
they were much more likely to involve glands than was the true rodent ulcer 
of embryonic origin. As to the use of the term “ epithelioma,” it seemed to 
him convenient and correct to employ this for any epithelial growth and to 
preface it by the qualifications “ benign ” and “ malignant.” 

Dr. MacLeod said tliat he considered the case to be one of malignant 
epithelioma, probably due to the irritation of the actinic rays. He did not 
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believe that it was a rodent ulcer, by which he understood a locally malignant 
epithelioma growing chiefly from the basal layer of the epidermis, but thought 
it more probable that it had developed from the prickle cell layer. He 
considered that it was better to employ the name “ epithelioma in its full 
sense to include all the epidermal* growths, benign or malignant, and not in 
the restricted sense in which it was commonly used in this country to signify 
a malignant growth of the epidermis capable of producing metastases. 

Dr. Sequeira said the point raised by Dr. Littlp was chiefly a question 
of terminology. The diflSculty arose through the lax use of the terms “ rodent 
ulcer and “ epithelioma.” The lesion on the patient’s neck was a carcinoma 
of the skin ; whether basal-celled or squamous-celled was at present an open 
question. In some such cases the microscope was necessary to establish a 
diagnosis. He believed the pure pathologists were desirous of limiting the 
term “ epithelioma ” to innocent lesions, and of applying the term 
“ carcinoma to malignant growths with the adjectives squamous-celled,” or 
“ columnar-celled,” or “ basal-celled.” He had had cases of what Hutchinson 
called “ crateriform ulcer ”; forming button-like tumours, breaking down in 
the centre, and some of them were squamous-celled carcinomata while others 
were of the basal-celled type. The use of the term “rodent ulcer” was 
clinically convenient; he took it to mean carcinoma of the skin which did 
not cause metastasis, and ran a slow course. He would include in it a number 
of growths which started in the glandular elements of the skin. 

Mr. McDonagh said that an epithelioma simply meant an abnormal 
growth of epithelium. The abnormal growth could be caused by inflammation 
or by a new growth. If the latter, then the prefixes should be added, so as 
to state whether the growth was benign or malignant. An inflammatory 
epithelioma could become a malignant epithelioma, but the diagnosis of the 
supervention of the latter should not rest upon whether the cells invaded 
healthy tissue or not, but upon whether they showed nuclear and nucleolar 
activity. It was best to divide up the new growths according to the layer of 
epithelium from which the growth arose. A tumour arising from the basal 
cell layer was a rodent ulcer and the most embryonic. A tumour arising from 
a layer or two above or from cells, which were destined to develop into one or 
other of the appendages, was less embryonic and formed what were called 
multiple rodent ulcer and epithelioma adenoides cysticum. A tumour arising 
from the middle layers of the rete Malpighii, or from one of the appendages, 
was what might be called a tumour of mature cell origin. Such tumours 
constituted the papillomata, tricho-epitheliomata, sebaceous adenomata and 
syringomata. In the speaker’s opinion, a tumour arising from embryonic cells 
never became malignant, in the sense that it formed lymphatic gland enlarge¬ 
ment and metastases. It never developed nuclear and nucleolar activity, 
therefore such a tumour was best described as merely exhibiting embryonic 
activity. Nuclear and nucleolar activity, or pseudo-parasitism, only appeared 
to involve mature cells, and when cells had passed their zenith and commenced 
MH—4 
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their decline their power of becoming malignant also declined. For instance, 
a so-called malignant epithelioma in which there were several cell-nests was 
less malignant than an epithelioma in which there were no cell-nests. The 
presence of cell-nests meant that layers approximating the stratum comeum 
had been attacked, and cells which formed homy tissue were partially 
degenerated. 

Postscript .—Since this patient was exhibited another very similar 
case had been admitted to St. Mary’s Hospital by Dr. Little’s colleague, 
Mr. Cope, who kindly allowed him to see it. The patient was a man, 
aged 59, a greengrocer, living in London, and at the present time he 
had a large rodent ulceration, about 2 in. by l.in. in extent, situated on 
the nape of the neck, somewhat to the left of the midline, in fact about 
half-way between the midline and the left ear. This began as a pimple 
twelve months ago, and ulcerated within a few weeks, and slowly 
increased in size to its present dimensions. He was treated with 
ointments. The ulceration was typical rodent, with the raised hard 
edge very marked, and very superficial ulceration. No enlarged glands 
could be found in the neck. On the dorsum of the hands and on the 
face there were a few patches of senile pigmentation, but without wsurty 
growth upon them. The whole growth had since been excised, and 
a careful search for enlarged glands in the triangles of the neck proved 
negative. A microscopical report of both of these cases would be 
submitted to a later meeting of the Section. 


Case of Parakeratosis Variegata. 

By H. W. Barber, M.D. 

Mrs. H., aged 38, married, with two children, a shopkeeper. She 
stated that she had had nothing the matter with her skin until last 
summer. At that time, she thought towards the end of June, some 
red, somewhat scaly patches appeared on her legs. They were intensely 
irritable, and she scratched them a good deal. In August she went to 
the country, where her legs got very much better. In September she 
returned to town, and then her face, neck and arms became involved 
as well as her legs. She consulted her doctor, who treated her with 
ointment and medicine, and she said that the eruption seemed to be 
clearing from her neck, forehead, arms and the backs of her legs. In 
summer she perspired a great deal, and her skin was always worse and 
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more irritable when she got hot. Her general health was good, except 
that she was liable to fits of depression. 

Description of the eruption: On the cheeks the eruption assumed the 
form of a diffuse, reddish-brown coloration, suggesting the combination 
of an erythema with increased pigmentation. Here and there were 
scattered small, oval, white areas. On the forehead the erythematous 
element had partially disappeared, leaving irregular areas of pigmen¬ 
tation having a somewhat reticular arrangement. On the neck the 
appearance suggested parakeratosis variegata, this rstiform arrange¬ 
ment being well marked. On the front of the legs were large slightly 
raised erythematous patches, while on the calves the reticular appearance 
was again seen, associated with considerable pigmentation. The rash 
was also present to a slight degree in the antecubital fossae. The scalp 
was scurfy and the hair dry. 

The exhibitor had shown the case as one for diagnosis. The only 
suggestion he could himself make was that it was a mixed and unusual 
case of Brocq’s parapsoriasis. The lesions on the neck, backs of the 
legs, and antecubital fossae suggested the retiform variety of that 
disease, while those on the front of the legs might represent parapsoriasis 
en plaques. According to the patient’s own statement the condition of 
her neck and forehead had been formerly exactly the same as the 
present condition of her face, and in the same way the retiform appear¬ 
ance on the backs of the legs ha.d succeeded a condition resembling 
that now seen on her shins. If his suggestion as to diagnosis was 
correct, then the marked involvement of the face, the severe itching 
and the marked pigmentation, would in his own limited experience of 
the disease be exceptional features. He wished to acknowledge his 
indebtedness to Sir Cooper Perry and Dr. Sturdy, who had kindly 
permitted him to show the case. 


DISCUSSION; 

Dr. MacLeod agreed with the diagnosis of parapsoriasis and drew 
attention to the similarity in the type of the lesions and arrangement of those 
situated about the root of the neck to the case exhibited and reported by Dr. 
Colcott Fox and himself,^ under the heading of “ Parakeratosis Yariegata.” 
This case, which had been under observation for a considerable period, bad 
proved completely resistant to all forms of local and general treatment which 
had been tried. 


' Brit. Jmirn. Derm., 1901, xiii, p. 319. 
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The President said he agreed with Dr. Barber that the case was one 
of “parakeratosis variegata,” as the reticulated appearance and ribbony, 
band-like lesions on the neck were rather characteristic of that condition. He 
well remembered the first three cases of the disease brought to the old Derma¬ 
tological Society of London many years ago, and their being called lichen 
dubius’' by Dr. Payne and Dr. Cavafy in nomenclatural dilemma. After the 
publication of Unna’s, Santi’s, and Pollitzer’s observations in 1890 their name 
of “ parakeratosis variegata ” had been generally adopted until the disease 
was claimed to be a form of the rather inchoate condition called “ para¬ 
psoriasis.” As a clinical term, he had always rather favoured Crocker’s term 
“ lichen variegatus.” Itching was certainly a prominent symptom in some 
cases. He had now a case under observation which was rapidly going from 
bad to worse, and he knew of nothing which mitigated the severity of the 
disease in any way. 

Mr. Samuel called attention to the classical description of parapsoriasis 
of Brocq as to the total absence of subjective symptoms ; but nearly all the 
cases he had seen had had itching. A patient whom he had placed under 
the care of Dr. Gray for some time complained of intense pruritus, and that 
was the only complaint which induced the patient to seek treatment. In that 
case the quartz lamp had been employed for some time, and the patient was 
doing remarkably well as regards the pruritus, all other methods of treatment 
having failed to give relief. 

Case of Dermatitis Artefacta. 

By J. M. H. MacLeod, M.D. 

The patient was a neurotic girl, aged 18, employed by a firm of 
lithographers. The part affected was the dorsum of the right hand, 
the dermatitis extending for some distance on to the fingers and up to 
the wrist. The lesions consisted of bullae which were round or oval in 
shape and varied in size from a sixpence to a shilling, and which, on 
drying up, left scabs and clean-cut ulcerations which, on healing, were 
replaced by superficial scars. The whole of the affected area was 
covered with these lesions in different stages of evolution. The patient 
had been operated on at Charing Cross Hospital four weeks ago for a 
ganglion on the right hand which had been excised; some dermatitis 
had followed the healing of the excision wound; about a fortnight 
later the blebs began to appear and she was transferred to the Skin 
Department. The character of the lesions at once suggested an artefact, 
and the appearance of fresh lesions beyond the limits of an occlusive 
dressing and the healing of those beneath it corroborated the opinion. 
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The agent employed in the production of the lesions was uncertain, 
but it was probably some powerful caustic. The possibility of its being 
bichromate of potash, which was used in cleaning lithographic plates, 
was considered. 


DISCUSSION. 

Mr. Samuel asked whether it was not a fact that the skin of hysterics 
was more susceptible than the normal skin. 

The Pbesident said there appeared sometimes to be “ epidemics ” of the 
psychical condition which led to the simultaneous production of cases of 
dermatitis ficta in considerable numbers. He had seen such pranks played 
by several members of one family; and in one case under his care in hospital 
the materials used for producing the lesions (small fly blisters) were actually 
supplied by the parents, who were nevertheless greatly indignant at his 
diagnosis when it was explained to them. 


Lichen Planus of Unusuhl Chronicity. 

By J. H. Sequeira, M.D. 

W. T., AGED 42, a carpenter, came to the London Hospital on 
February 9, 1915, on account of an eruption upon his legs. He had 
had small-pox thirteen years ago, but in other respects his health had 
been good. Twenty-five years ago an eruption of spots appeared on 
the front of both legs. The affected parts itched, especially at night, 
and occasionally, if knocked, an area has broken down to form an ulcer. 
The eruption consisted of a number of shiny, flat-topped, raised areas, 
varying in size from a millet seed to patches J in. long by J in. across. 
The small lesions were characteristic of lichen planus in their colour, 
their burnished surface and shape. The larger areas were evidently 
caused by fusion of the elementary lesions. These were raised above 
the surrounding skin about one line, and had a lilac-tinted surface. 
Some spots were covered with homy scales, but the majority were 
smooth. The areas involved were the anterior and the antero-intemal 
surfaces of both legs. The thighs, arms and body were free. The 
buccal mucosa was also unaffected. The treatment carried out during 
the twenty-five years had been the application of ointments and lotions. 

The case was shown on account of its unusual duration; and, in 
view of the difficulty he had himself experienced in the treatment of 
similar cases, the exhibitor invited suggestions from members of the 
Section. 
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DISCUSSION. 

Dr. Graham Little agreed that treatment of these conditions by X-rays 
was usually very unsatisfactory, but he had had considerable success with 
freezing. In the most hypertrophic case of lichen planus which he had ever 
seen, and which he had shown to the Section, the patient, a woman of middle 
age, had warty growths as big as the distal phalanx of a man’s thumb, about 
twelve of these being situated on the right leg. The growths had been care¬ 
fully pared with a very sharp razor until sensations of pain began to be felt, 
and then the surfaces treated with carbon dioxide snow. All the growths had 
in this way been reduced till they were flush with the surrounding skin, and 
a very good flat scar resulted. The process had occupied about six weeks, the 
number of lesions to be treated preventing the application of the ** snow 
to all at a single sitting. 

Dr. Adamson said that lichen planus hypertrophicus was generally very 
intractable. In his experience X-rays had not given good results in spite of 
full doses frequently repeated. Other treatments he had employed without 
success were : application of salicylic acid plaster, protection by plasters or 
bandaging, mild cauterisation with trichloracetic acid, and freezing with 
carbon dioxide snow. But he had not used the snow after shaving oflf the 
growth as Dr. Little recommended. He had lately had good results from 
nitrate of silver stick dipped into water and rubbed on to the patch. Hyper¬ 
trophic lichen planus was not infrequently associated with varicose veins, and 
in that case supporting bandages helped to remove the skin eruption. 

Dr. Douglas Heath said the application of X-rays stopped itching, and 
he was in the habit of applying strong elastic pressure afterwards. In 
hyi)ertrophic eczemas strong elastic pressure led to much shrinkage of the 
lesions. 

Dr. CoRbKTT suggested ionisation followed immediately afterwards by 
X-rays. The combination had been successful in cases of warts which had 
resisted treatment with either agent separately. The ionisation apparently 
acted by causing a local hyperaemia, rendering the tissues more sensitive to 
the X-rays. 

Dr. Douk agreed that such cases did not yield readily to X-rays, but he 
had had two cases in which that treatment had been successful. 
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Case of Nsevus Linearis. 

By Dudley Corbett, M.D. 

The case was of interest on account of the extensive distribution of 
the nsBvus growth on the face and neck, and its linear configuration on 
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the trunk and limbs, especially the .vertical line extending almost 
exactly in the midline from the claviculo-stemal junction to the 
symphysis pubis. Thence it was directly continuous down the back 
of the right thigh and knee, following the ventral axial line in that 
limb. 
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The President asked if there was any historj^ of other members of the 
family being similarly affected, and referred to the well-known Lambert family 
in which the disease existed in male members of the family throughout at 
least four successive generations.* 


Case of Tertiary Syphilis. 

By George Pernet, M.D. 

A WOMAN, aged 57, with extensive tertiary gummatous infiltration, 
ulceration, and scarring of the skin of the right leg, which had com¬ 
menced some fifteen years previously, starting about the part above 
the right external malleolus. There were also similar lesions about the 
upper part of the chest and the root of the neck. The interest of the 
case lay in the fact that the patient had never had any treatment, but 
for the last fifteen years had merely applied boracic ointment. The 
patient was a widow who had had ten children and no miscarriages. 
The husband appeared to have died from general paralysis of the 
insane. 

f 


' S§e article Ichthyosis Hvstrix ’ in Allbult and Rolleston’s “ System of Medicine,” 
1911, ix. p. 23. 
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Dr. J. J. Pbingle, President of the Section, in the Chair. 


Two Cases of Alopecia in Children due to Over-doses of 

X-rays. 

By J. H. Stowers, M.D. 

The patients exhibited were two male patients, brothers, aged 11 
and 4 respectively, who had been subjected to X-ray treatment for tinea 
tonsurans by an electrician holding no medical qualification. Pastilles 
were used, and the exposures were stated not to have exceeded an hour, 
bnt dermatitis followed. Although five and a half months had elapsed 
since the treatment, considerable bald areas remained upon the scalp 
of each child, which, in the exhibitor’s opinion, were likely to be 
permanent. 

The cases were instructive as indicating the extreme importance 
of guarding against excessive exposure, and especially when it was 
remembered that the scalps of some children were less tolerant of the 
effects of X-rays than others, this constituting one of the difficulties of 
dermatological practice. 

The cases were sent by a medical practitioner to Dr. Gray for an 
opinion and, in his absence, were seen by Dr. Stowers. 

DISCUSSION. 

Dr. Dudley Corbett said the amount of damage varied in different 
regions of the scalp in both cases. In the more shiny parts he did not expect 
any re-growth; but such was possible where the scalp was less damaged and 
more freely movable over the underlying tissues. He had treated two or 
three such cases by means of the mercury vapour lamp and there was certainly 
A—6 
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some improvement in the texture of the areas of scar tissue, and some re¬ 
growth of hair over the less damaged areas. These accidents, he thought, 
were partly due to the employment of soft tubes. 

Dr. Sibley thought it was too soon yet to give a positive opinion as to the 
likelihood of re-growth of hair. He had seen alopecia persist for many months 
after the application of X-rays, and then re-growth occur. In those parts 
where there was cicatricial tissue he did not think there would be re-growth, 
but in other areas it might take place. He recently had a case at the hospital 
of alopecia following ringworm two years previously. No X-rays had been 
applied in that case, and he remarked that if X-rays had happened to have 
been used on that head all the delay in re-growth would have been attributed 
to that agent. In one of the cases shown there was scarring and telangiectasis, 
which rendered recovery improbable; but the hair might reappear on the other 
areas. 

Dr. G. Pernet said he saw not long ago a case in which X-rays had been 
applied and alopecia persisted for a considerable time, but eventually there was 
re-growth. There was not any shininess of the scalp, however. He agreed 
that the outlook in the present cases, as far as the shiny cicatricial areas were 
concerned, was bad; but the other areas might recover to some extent. He 
advised a stimulating lotion. 


Cotton-seed Dermatitis. 

By J. A. Nixon, M.B. 

WoKKERS in certain kinds of grain were known to be liable to an 
eruption which was believed to be caused by a “ mite ” called Pedi- 
culoides ventricuhsus. Barley appeared to be the particular grain 
which harboured this insect, so much so that the disease was commonly 
called “ barley itch.” The exhibitor had recently seen a similar com¬ 
plaint attacking workers in cotton seed. In January, 1915, he was 
consulted in reference to an outbreak of an irritable rash amongst some 
of the dock labourers in Bristol. The only labourers affected were said 
to be engaged in unloading a cargo of cotton seed consigned from 
Alexandria to Bristol. After several unsuccessful attempts he was 
fortunate in seeing a man whose eruption had only just appeared and 
which still remained unaltered by scratching and secondary infection. 

T. T., a healthy dock labourer, aged 42, had enjoyed good health 
all his life, and had only drawn six weeks’ sick pay from his club in 
fourteen years. He was not liable to food rashes and presented no 
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sign of scabies or body-lice. His history of the present condition was 
that three days before seeing the exhibitor he had been at work unload¬ 
ing a cargo of cotton seed (in bulk) from Alexandria. Within a short 
time of starting work on the cotton seed the patient began to feel some 
irritation about the neck and arms. This irritation increased and 
became most severe during the following night when he got warm in 
bed. At first no rash could be seen, but towards evening a series of 
red spots, about the size of mosquito bites, appeared at the site of the 
irritation. Some of the spots developed “ bladders ” upon them which 
burst and discharged a watery fiuid. He had previously had similar 
attacks, the first occurring some four or five years ago, but the present 
attack was the worst he had suffered from. The patient stated that 
he had developed a somewhat similar eruption from working in “itchy” 
barley. 

The rash died out in a week if not renewed by continued work in 
the “ cotton seed,” or unless it was “ scratched and poisoned,” when 
a> “ sort of eczema set in.” The rash did not appear on the covered 
parts of the body. The spots were not transient or recrudescent. 
There must be actual contact with the seed before the itching started; 
mere entrance into the place where the seed was stored did not cause 
any itching. It was only certain cargoes of cotton seed which were 
“ itchy ” ; the men thought that the “ itchy ” cargoes were those which 
came from Alexandria; there had been no complaints with those from 
Smyrna. But cotton seed if in bags did not seem harmful; it was only 
when handling cotton-seed cargoes “in bulk” that the “itch” occurred. 
Of fifty men working on this cargo about- two-thirds had been attacked. 

The eruption consisted of sparsely distributed isolated urticarial 
papules situated chiefly on the neck and forearms with a few papules 
on the legs. Each papule was pinkish-red in colour, hard, raised, and 
about the size of a pea. In its general appearance the rash resembled 
a moderately severe attack of lichen urticatus in a child. There were 
no burrows of the A cams scahiei to be seen. 

A microscopical examination of the cotton seed showed that the 
dust was infested with a living parasite closely resembling if not 
identical with Pediculoides ventriculosus as described in Stelwagon’s 
“ Diseases of the Skin,” and in Dr. Shipley’s articles on “Insects and 
War ” in the British Medical Journal} Pediculoides ventriculosus was 
held to be the cause of “barley itch,” and Dr. Nixon thought it would 


' Brit. Med. Joiim., 1914, ii, p. 751. 
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be proved that the parasite exhibited that evening, and at present 
unidentified, vpas the cause of the papular urticarial eruption described 
under the name of “cotton-seed dermatitis.’’ 

Dr. W. D. Henderson, Lecturer in charge of the Department of 
Zoology at the University of Bristol, thought that the “ mite ’’ found 
in the cotton seed submitted for examination seemed to be very closely 
allied to the Pediculoides ventriculosus, but he very much doubted if it 
was identical with it. His report ran as follows: “ The animal is 
elongated and flattened dorso-ventrally, with an average length of 
0T65 mm. and an average breadth of 0’068 mm. It is sharply pointed 
at the anterior end and more rounded at the posterior end, and has 
four pairs of walking legs. The cephalothorax is marked off from the 
abdomen by a slight groove, and increases in size from before back¬ 
wards. The two anterior pairs of walking legs rise at some little 
distance apart, but the two posterior pairs, which rise close together, 
are at a considerable distance from the anterior pairs. The first pair 
of walking legs differ slightly from the posterior pairs in the distal joint. 
The three posterior pairs of legs are apparently seven-jointed, and the 
tarsus is markedly more slender than the other joints and has its 
terminal portion in the shape of a small cone-like structure. About 
half-way up the tarsal joint there is a pair of peculiar lateral outgrowths 
which gives the tarsus a 'f'-shaped appearance. Each of the joints of 
the leg seems to carry only a pair of stiff hair-like bristles. The first 
pair of walking legs differ in the following way from the others: the 
terminal joint does not end in that peculiar cone-like structure, nor has 
it the lateral outgrowths ; it ends in a claw-like structure. The pen¬ 
ultimate joint also carries a larger number of hairs than any of the 
proximal joints, and certainly a larger number than any of the joints 
of the other three pairs of legs. The chelicerae are apparently reduced 
to stylet-like structures which are capable of protrusion. The pedipalps 
are also greatly modified and partially fused with the maxillary plate, 
but they terminate in a hard claw-like lip. There are two well-marked 
tracheae which are arranged near the lateral margins. Near the anterior 
end, close behind the base of the pedipalps, rising near the basal joint 
of the anterior pair of walking legs and running obliquely forwards till 
they reach the exterior, there is a pair of peculiar channel-like structures 
which may be only a modified portion of the tracheal system or may 
be the pseudo-stigmatic organs. With reference to the internal 
structure, I should not like to give any definite details, as all the 
specimens were dead when they reached me. Another point which I 
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am still very doubtful about, is the exact number of hairs home on 
the body. As far as I can judge at present there seem to be from 
three to five pairs. The males are much shorter and broader, but there 
■was not any very good specimen, so the description must wait till more 
fresh material is procurable.” 

Dr. Shipley has kindly submitted a specimen to Mr. C. Warburton, 
who writes of it thus: “ I think Dr. Nixon may have got the culprit. 
It is so excessively small that unless alive it would be very hard to find. 
His mite is one of the Tarsonemidse. Banks ^ quotes Elarpelles as 



A, dorsal aspect ; b, majority of specimenB found in this condition; c, one of the posterior 
walking legs; D, anterior end of mite showing a stylet-like projection. 


saying of a mite of the same group infesting barley in Russia, ‘ The 
men had been handling barley and the mites spread from this to the 
hands, when they caused an irritating inflammation of the skin so 
intense as to force the men to leave their work.’ ” 


' “ Treatise on the Acarina,” p. 77. 
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Acarus from a Case of Copra Itch. 

By A. Whitfield, M.D. 

Dr. Whitfield showed an acarus from a case of “copra itch.” 
He said that he was sorry that he was unable to show the patient, but 
the disease disappeared very rapidly under treatment. He was not 
previously aware that the disease occurred in London, and he had been 
surprised that cases had not been shown by those in charge of the 
Dermatological Departments at either the London or Guy’s Hospital, as 
their practice would naturally bring them more into contact with* dock 
labourers than those farther west. 

The patient in his case was a stevedore, who had had two attacks. 
The rash was generalised all over the trunk and extremities, but did 
not affect the face. It was very much like that described by Dr. Nixon, 
and consisted of numerous single and grouped follicular papules, so that 
at a casual glance it looked like seborrhceic eczema. By the kindness 
of Dr. Corner he had been able to obtain some of the copra. The 
acarus was not found all over the surface of it, but there were small 
eroded cavities in the pulp in which the acarus was to be found, and 
which were evidently eaten out by the acarus. It was difficult to 
mount a very satisfactory specimen as the material was so greasy, and 
the acarus was very delicate. Eventually under a low power he had 
been able to isolate the specimen shown, but in doing so he had broken 
off a leg or two. He had not found the disease described in any text¬ 
book that he had referred to for it.^ 

DISCUSSION. 

Dr. Graham Little pointed out that Castellani had described in detail’ 
a very similar if not identical acarus in copra, which was responsible for 
eruptions in workers in that material, and the entomology of the parasite had 
been successfully established. 

’ Postscript by Dr. Whitfield. —Subsequent to the meeting, at the suggestion made by 
Dr, Little at the meeting, he had consulted Castellani’s book and found an accurate descrip¬ 
tion of the disease, and figures of the parasite. The latter was evidently identical with that 
shown by Dr. Whitfield, and was classified by Castellani as Tyroglyphus longior Gervais, 
var. Castellani. 

’ Brit. Journ. Derm., 1913, xxv, p. ‘20. 
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Dr. J. M. H. MacLeod said that he had seen a case of copra dermatitis at 
Charing Cross Hospital about a month ago in a man who was unloading copra 
which he said was much decomposed, and, when turned over, emitted a cloud 
of fine dust. On the face there was an acute erythematous condition, with 
swelling of the eyelids, while on the hands and arms there was a papulo¬ 
vesicular dermatitis, the lesions being irregularly distributed, some discrete, 
others clustered or aggregated into crusted patches. (A note on the case had 
been sent to the British Journal of Dermatology previous to the meeting.) 
Eeferring to Dr. Nixon’s case. Dr. MacLeod said that about eighteen months ago 
a number of cases of dermatitis had occurred in men unloading a cargo of cotton 
seed at the London Docks. The outbreak was investigated by his colleague. 
Colonel Alcock, of the London School of Tropical Medicine. The dermatitis 
somewhat suggested the lesions of lichen urticatus. An examination of the 
cotton seed revealed numerous small caterpillars of the cotton moth {Gelechia 
gossypiella). Living on these caterpillars were small mites, which Colonel 
Alcock recognised as the Pediculoides ventriculosus, the parasite of grain-itch, 
and he considered that the dermatitis was due to this mite. He believed that 
its presence on the cotton seed was contingent on the presence of the cater¬ 
pillars on which it was a parasite. 


Case of Severe “ Blood Mixture ” Eruption in a Patient with 

Primary Syphilis. 

By Geoege Pernet, M.D. 

The 'patient was an ill-nourished man, aged 40, who first attended 
at’,.the West London Hospital on February 12, 1915, for a severe 
characteristic iodide eruption of the face mainly. The lesions were 
large and raised, mixed up with smaller typical ones. When asked if 
he had taken any “ blood mixture,” the patient admitted he had taken 
two bottles of Clarke’s Blood Mixture for some spots he had on the 
face. According to Martindale’s “ Extra Pharmacopoeia,” this nostrum 
contains 52’5 gr. of iodide of potassium to 8 oz., so he had taken some 
100 gr. of the drug. On examining the patient, a primary syphilitic 
sore of the end of the prepuce, giving rise to a phimosis, was discovered. 
Numerous Treponemata pallida were found on examination of the sore. 
The Wassermann reaction was positive (Dr. Elworthy, Pathologist 
to the West London Hospital). The patient was warned to take no 
more blood mixtures. Neo-salvarsan 0'4 was ordered, and circumcision 
recommended to start with, but the patient did not present himself 
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again till March 2. On March 3 the neo-salvarsan was administered. 
There was nothing wrong with the urine. Now the iodide lesions had 
flattened down considerably, leaving marked pigmentation, a common 
event in such cases, apart from arsenic. The neo-salvarsan had probably 
acted beneficially on the drug rash. 

DISCUSSION. 

Dr. A. Whitfield said he did not doubt the condition was an iodide rash, 
because the nodules on the face were very large ones. Syphilitic nodules of 
that size would have left marked atrophy, whereas iodides, unless the rash was 
very suppurative, left extraordinarily little change in the skin. 

Dr. F. Parkes Weber asked whether it was usual for iodides, apart from 
syphilis, to cause such a degree of purpuric erythema and pigmentation. 
He suggested that the peculiar eruption in this case was partly due to 
secondary syphilis. 

The President said it was remarkable that such cases were not more 
frequently seen, as the sale of Clarke's Blood Mixture was very large. He did 
not doubt that the rash on the face was due to an iodide ; the deep pigmenta¬ 
tion was peculiarly characteristic of such an eruption, during its involution. 

Dr. A. Eddowes said if the patient had had arsenical preparations the 
pigmentation might have come about in that way. He had seen a case of 
acute secondary syphilis mistaken for psoriasis, and arsenic had been given in 
the usual routine way by a practitioner. The result was that every lesion 
became deeply pigmented, and it took a long time for the colour to disappear. 
It also set up acute paronychia and aggravated the eruption. 

Dr. Pernet, in reply, said that the man had not, when seen, taken any 
other medicine than Clarke’s Blood Mixture. He had 0’4 of neo-salvarsan 
on March 3, but the pigmentation was then established. The urine was 
normal. 


Case of Erythema Induratum of Bazin. 

By George Pernet, M.D. 

The patient was a small, overworked girl, aged 15, who attended 
the West London Hospital. She began five weeks previously to suffer 
from aching in the legs. When first seen there was a tjqDical erythe¬ 
matous, indurated condition of both calves, which could still be felt. 
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The condition, however, had much improved, the patient having been 
put on to less laborions work with opportunities of rest, and she had 
been taking syr. ferri iodidi since first seen on January 22. There was 
no history of phthisis and no chilblains, but the circulation was below 
par, exhibiting itself in an erythema marmoratum of the front of legs 
and bluish hands. 


DISCUSSION. 

The Peesident said the case was a very characteristic example of a 
familiar condition. He exhibited the first typical case he had seen in a girl, 
aged 14, to the Dermatological Society of London in January, 1890 (before its 
Proceedings were published), and again in January, 1895,* when the lesipns 
had ulcerated. Although the nature of the disease was even then quite clearly 
recognised by dermatologists, his surgical colleagues refused to accept any 
diagnosis other than that of syphilis. The classical papers on the subject by 
Hutchinson * and Colcott Fox * among British observers, were doubtless well 
known to all members of the Section, and had popularised expert knowledge 
of the subject among the profession, by whom it was now almost universally 
recognised. 

Dr. Gbaham Little said he had at St. Mary’s Hospital at present a very 
similar case, also in a young girl, aged 14, with more numerous lesions, 
scattered over the front and back of the lower third of the legs. The indura¬ 
tion area had materially diminished as a result of rest in bed. This patient 
had given a marked reaction to a test inoculation of tuberculin, for after 
the injection of i c.c. of old tuberculin the temperature had risen to 103° F. 


Case for Diagnosis (? a Tuberculide). 

By W. Knowsley Sibley, M.D. 

The patient was an unmarried servant girl, aged 18, whose parents 
were living and well. She was the fourth of the family, and had three 
brothers and four sisters, all of whom were healthy. There was no 
history of consumption in the family. The disease commenced on the 
upper Up two years ago, and was stated to have followed a cold, with 
discharge from the nostrils, after an operation for adenoids. Small doll 


• BHt, Joum. Derm., 1896, vii, p. 28. 

• Arch, of Surg.y 1895, vi, p. 8. 

• Brit. Journ. Derm., 1893, v, p. 226. 
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red papules first appeared.on the upper lip; these after a time slowly 
spread towards the cheeks, and afterwards appeared on the tip of the 
nose. For some months they had remained more or less stationary, 
and had never suppurated or broken down and ulcerated. 

On examination, there was some slight seborrhoea capitis, and a few 
small comedones on the face. The papules were very hard to the 
touch, markedly raised, and were arranged singly and in groups, being 
especially abundant on the upper lip, and irregularly symmetrical on 
the cheeks, and on the tip of the nose and the free margin of the alse 
nasi. They were very prominent and superficial, of a dull red colour, 
with a yellowish glistening surface, and varied in size from a pin’s head 
to^ ji small pea. Under pressure with a glass they revealed greyish- 
yellow foci. Many of the older ones showed a distinct puckering with 
a tendency to a central depression and a dilatation of the superficial 
blood-vessels, with some slight scaling on the surface. A few had 
disappeared and left small atrophic scars. The whole upper lip was 
slightly thickened, and there was some excoriation and fissuring of the 
vermilion. The glands of the neck were slightly enlarged. The von 
Pirquet reaction was negative on three occasions. 

The patient now had an acute attack of lymphangitis of the face. 
She stated she had previously had a similar attack. 

The blood-count was as follows: Bed blood cells, 4,800,000 per 
cubic millimetre; white blood cells, 6,200 per cubic millimetre. (There 
were no abnormal red blood cells.) Differential leucocyte count as 
follows : Polymorphonuclear cells, 61’5 per cent.; lymphocytes—large, 
7‘5 per cent., small, 29’5 per cent.; eosinophiles, 1 per cent.; baso- 
philes. O'5 per cent. The count showed a lymphocytosis, and a slight 
diminution in the polymorphonuclear leucocytes. 

Section of small nodule taken from the face : The epidermis was 
practically normal, except over the diseased area, where it was very- 
thin and flattened out. In the dermis there was a nodule, which was 
composed of badly stained endothelial cells, separated by bands of 
fibrous tissue; there were also a few giant cells present. The whole 
nodule was more or less surrounded by fibrous tissue. The upper 
portion of the dermis outside the nodule was infiltrated chiefly with 
lymphocytes. There were no plasma cells nor mast cells to be seen. 
The vessels showed a marked dilatation. 
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DISCUSSION. 

Dr. Adamson thought the clinical and microscopical appearances were 
those of a typical lupus vulgaris. The case was a severe form of that type in 
which there appeared rather suddenly a shower of “ apple-jelly nodules on 
the skin of the nose and adjacent part of the cheeks, and in which the pro¬ 
gnosis was usually very unfavourable. He regarded the swelling of the cheeks 
and eyelids as due to a secondary streptococcal infection. 

Dr. Whitfield agreed with Dr. Adamson that this was true lupus, with 
probably streptococcal lymphangitis. He had a figure of such a case in his book; 
the patient also had recurrent erysipelas and scattered nodules. His opinion 
was that the streptococcal lymphangitis spread the disease a little each time it 
occurred. The scattered type was very apt to be secondary to a primary focus 
elsewhere, and it would be interesting to know what was the condition inside 
the nasal cavity. The section seemed to be typical lupus, though he did not 
know that one could swear to tubercle on microscopical examination only. 
There were ill-formed giant cells, and, what was characteristic of tuberculosis, 
commencing degeneration. He considered this case belonged to the endothelial 
type of lupus. 

Dr. Dore asked whether Dr. Sibley had examined the gums, as he thought 
they were affected with characteristic lupus vulgaris. 

Mr. McDonagh said he considered the case was one of lupus vulgaris— 
that was to say, a case in which the bacilli themselves were present, in contra¬ 
distinction to a lesion caused by their toxins. The microscopical section he 
saw, which the exhibitor had sent to him for an opinion a few weeks previously, 
was doubtless external to a papule, as it did not show the characteristics of 
either tuberculous or any other inflammation. One could only say from the 
section examined that it was from a case of chronic inflammation. 

Dr. Douglas Heath said that while agreeing that this condition was 
tuberculous, he dissented from the view that it was common to see such 
superficially set lupus. He agreed that a nodular condition was met with, 
particularly in lupus of the nose, but in the present case the nodules were 
more superficial than usual. 
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Case for Diagnosis. 

By S. E. Dore, M.D., and S. A. Kinkier Wilson, M.D. 

Dr. Dore said that the patient, a man, aged 54, was sent to his 
department at Westminster Hospital, suffering from pain and swelling of 
the fingers and toes with changes in the nails; and as there was not much 
to found a diagnosis upon from a dermatological standpoint he asked his 
colleague. Dr. Kinnier Wilson, to see him. The latter found the patient 
had well-marked thermo-ansesthesia of the toes, feet, and half-way up 
the legs, and suggested the diagnosis of lepra. The patient’s history was 
as follows: He was born in Kent of healthy parents. In the year 1888 
he visited South Africa on two occasions, spending about fifteen months 
there altogether. From 1889 to 1893 he was employed as a steward 
in the P. and O. Steamship Company, and travelled to and from India, 
staying about three weeks on shore, usually at Calcutta or Bombay, at 
each visit. His symptoms dated from eighteen months ago, when he 
noticed a swelling under the nail of his left index-finger which he 
attributed to pressing down hot tobacco in his pipe. About the same 
time the nail of the middle finger became affected and both fingers were 
swollen and painful, especially during cold weather. Two months later 
he complained of “ itching down the spine,” followed by similar 
symptoms in the toes, and blisters appeared between the latter. By 
slow degrees all the finger nails of both hands became affected with 
longitudinal splitting of the nail substance, the fingers themselves being 
blue, tender and oedematous, with marked thickening and roughening 
of the skin over the first phalangeal joints and great sensitiveness to 
cold. The toes were affected in a similar manner but to a less degree, 
and there was some patchy pigmentation of the shins attributed to 
slight injuries. The patient had also suffered from pain in the chest 
and back and left shoulder. The result of the Wassermann test had 
not yet been obtained, but the exhibitor thought that a positive reaction 
would be a strong point in favour of lepra as against syringomyelia. 
Unfortunately, Dr. Kinnier Wilson was unable to be present and a 
complete account of the nervous symptoms was therefore not forth¬ 
coming. 
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DISCUSSION. 

The President said the evidence in favour of the diagnosis of leprosy 
appeared to him rather scanty. He had seen an identical condition of finger¬ 
nails in a case which his neurological colleagues diagnosed as syringomyelia. 
But he was quite open to conviction. 

Dr. Whitfield said that if the Wassermann test was positive, it was an 
important point. He thought the man should be given a tuberculin injection, 
because if that proved positive also, the case was very likely one of lepra in 
the absence of obvious signs of tubercle. He had asked the patient if he had 
had burning, and he said he had a sensation in his fingers as if he had plunged 
his hand into a bed of nettles. That gave an extraordinarily good representa¬ 
tion of the sensation experienced in lepra; he did not know whether it occurred 
also in syringomyelia. 

Dr. F. Parkes Weber thought the only alternative to the diagnosis of 
ansesthetic leprosy would bo “ Morvan’s type of syringomyelia.’* Working in 
Brittany, in 1883, Morvan described a trophic disorder of the extremities 
associated with the formation of painless whitlows and areas of analgesia. 
When he (Dr. Weber) was attending Charcot’s demonstrations in Paris, it had 
been definitely agreed that the so-called “ Morvan’s disease ” was to be called 
“ the Morvan type of syringomyelia.” This had been settled by Charcot, 
Marinesco, Jeanselme, and others, in spite of Zambaco’s suggestion that 
Morvan’s cases were sporadic examples of attenuated leprosy occurring in 
Europe. In one or two of Morvan’s original cases in which a post-mortem 
examination had been made no evidence of leprosy bad been found. In the 
present case the fingers did not seem to be sufiBciently bulbous to accord with 
the typical “ Morvan type of syringomyelia.” Moreover, the patient had never 
had “ painless whitlows ” such as Morvan described. His ulnar nerves at the 
elbows were perhaps slightly thickened, as in some cases of leprosy. 

Dr. PerneT' thought the case sufiiciently important to ask for it to be 
brought forward again, when perhaps Dr. Kinnier Wilson could be present. 



124 


Adamson: Lichen Scrofulosorum in an Adult 


Case of Lichen Scrofulosorum in an Adult. 

By H. G. Adamson, M.D. 

The patient was a male, aged 18, who had also lupus vulgaris of the 
nose and caries of the spine. The case was shown as a striking example 
of this well-known tuberculide. The lesions consisted of oval patches 
made up of groups of red-brown follicular papules of the size of a large 
pin’s head. There were four patches on the abdomen and two on the 
back, each measuring about 1 in. by \ in., and made up of some fifteen 
to twenty papules. 


DISCUSSION. 

The Pbesident did not think that the case could be considered as 
“ ordinary,” examples of lichen scrofulosorum being, in his experience, seldom 
seen in persons of adult age. It was certainly an eruption which would escape 
the diagnostic power of many persons but for the concomitant conditions of 
lupus and spinal caries. He remembered an excellent description of the con¬ 
dition in the works of Hebra, who described large papules in comparatively 
extensive circles, contrasting with the much more finely patterned lichen 
scrofulosorum of young children. 

Dr. Adamson replied that he did not think in his experience that lichen 
scrofulosorum was more common in children than in adults; and cases as 
pronounced as that now shown were, he thought, more often seen after 
puberty. 


Case of Macular Atrophy following a Secondary Syphilitic 

Eruption. 

By H. G. Adamson, M.D. 

The patient, A. C., was a man, aged 38, who had contracted syphilis 
six years ago, and in whom the secondary eruption had been followed 
by the present atrophic macules. He had first noticed the atrophic 
patches some ten or twelve months after the disappearance of the 
eruption, and no direct transition of the papules into atrophic patches 
could be proved in this particular case. There were now altogether 
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aboat a score of atrophic macules situated on the trunk, on the upper 
part of the hack, the chest, and the abdomen. There were also two or 
three radiating from the axilla on its anterior fold, and one below the 
eye on the right cheek. They were rounded, or oval, with their long 
axis in the direction of the “ lines of cleavage,” and of an average long 
diameter of } in. They were of pale lilac colour, and gave to the finger 
the impression of a hole in the skin covered by a thin membrane, while 
on folding up the skin they could be made to bulge outwards from dis¬ 
tension by the tissues beneath. 

The particular interest of this case lay in its association with 
syphilis. Many examples had now been recorded of atrophic macules 
following a secondary syphilitic eruption. Erasmus Wilson, Colcott 
Fox, and Malcolm Morris in this country had demonstrated cases of 
macular atrophy after syphilitic eruptions, and Balzer, Fournier, Danlos, 
Mibelli, and Volk among Continental observers. The exhibitor had 
previously shown two cases of syphilitic origin, and had observed one 
other in addition to the present case. In two cases the atrophic 
macules had been associated with leucodermia syphilitica on the neck 
(Section of Dermatology, October 20, 1910, and June 15, 1911).^ But 
syphilis was not the only known antecedent of this condition. Some 
cases had been associated with tuberculosis, and the exhibitor had 
shown the case of a phthisical person in whom the atrc^hic areas corre¬ 
sponded with groups of lichen scrofulosorum (Section of Dermatology, 
October 20, 1910).* Graham Little had brought forward a case of 
macular atrophy of the trunk, associated with lupus erythematosus of 
the face, and Thibierge had described a similar case. It seemed, there¬ 
fore, that macular atrophy, once known as idiopathic macular atrophy, 
could be the result of various toxins, particularly of syphilis and tubercle 
—which produced these lesions by causing atrophy of the elastic fibres 
of the corium. 

Dr. Graham Little asked if Dr. Adamson could say whether the atrophic 
patches had appeared in the sites of previous syphilitic lesions. In the case of 
macular atrophy with lupus erythematosus which Dr. Adamson had mentioned 
as having been shown by himself it had not been possible to establish the 
connexion between the atrophic areas and previous lupus erythematosus 
patches. 


Proceedings, 1911, iv, pp. 1, 122. 
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Samuel: Linear Nxvus in Mother and Child 


Case of Linear Naevus in Mother and Child. 

By H. C. Samuel. 

The patient was a married woman, aged 26, who had had two 
children. She came complaining of the condition of her forearm and 
neck about four weeks ago. The lesions looked like flat warts, but 
more careful examination showed the condition to be linear nsevus. 
He showed the patient because of the lateness of onset of the condition 
—it developed in her sixteenth year on the chest and axilla—and there 
was a long interval before its appearance on the neck and forearm— 
namely, not till the age of 25. He asked whether this condition usually 
followed the course of the superficial nerves, superficial vessels, or the 
lines of cleavage or metameres; also as to the best treatment. He 
believed that carbon dioxide snow had proved disappointing. The 
patient’s daughter, aged 9, was beginning to exhibit the development 
of the same condition on the same side in the same situations. 

DISCUSSION. 

Dr. Adamsoi^ said that it was characteristic of linear naevus that it 
frequently did not appear at birth or in infancy, but often some years later, 
and even as late as puberty. In some cases the warty streaks continued to 
increase in size and number even after puberty, while in others they diminished 
or even disappeared entirely. He considered carbon dioxide snow the best 
treatment for this condition, hut would apply it only to parts which were 
exposed or which caused inconvenience—not to the whole extent of the lesions. 

Dr. Gbaham Little had had some success in treating warty nssvi of this 
type with freezing with carhon dioxide snow', but had also had many dis¬ 
appointing results with the treatment. 


Case of Generalised Atrophic Sclerodermia with Sclerodactylia. 

By F. Pakkes Weber, M.D. 

The patient, Mrs. B. T., aged 44, a Jewess, was a rather slender 
woman of medium height. She presented a condition of symmetrical, 
very chronic, typical atrophic sclerodermia, involving her face, neck, 
and hands. The face, neck and region of the clavicles were covered by 
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atrophic, tightly stretched skin, marked by numerous blotchy and fine 
branching telangiectases, and showing characteristic pigmentary changes 
on the neck and about the clavicles. The hands were, however, much 
more severely affected by the disease, and furnished the characteristic 
picture of a late stage of severe atrophic sclerodactylia. The livid, 
shiny, atrophic skin was tightly contracted about the bones of the 
fingers, which were more or less fixed in various positions of con¬ 
tracture. She frequently suffered from superficial indolent ulcers 
(caused by any slight traumata) over the knuckles of the fingers; these 
ulcers were very painful and very slow to heal. There was no decided 
sclerodermia of the feet, that was to say, the disease in the feet had 
not yet reached the contracted, cicatricial, or atrophic stage, as it had 
in the hands; but the toes and distal portions of the feet tended to 
be livid and cold, and at present she was suffering from a superficial 
indolent ulcer over the left heel, which gave her much pain. She 
suffered also from occasional pains elsewhere in the limbs, but those 
associated with superficial ulceration on the heel and fingers were at 
times very severe, and often gave rise to sleeplessness at night (as 
most kinds of “ischaemic” ulceration of the extremities did). Her 
pains were, however, she said, temporarily relieved by taking aspirin. 
Dr. Weber could not feel any pulsation in the dorsalis pedis artery of 
either foot. Both radial airteries and both radial pulses seemed to be 
normal. The brachial systolic blood-pressure, estimated in October, 
1912, was just over 100 mm. Hg. in both arms. Bontgen-ray skiagrams, 
taken by Dr. N. S. Finzi, in October, 1912, had shown decided general 
atrophic changes in the bones of the face and considerable atrophy of 
the finger-bones, especially of the terminal phalanges, almost all of 
which were shortened by actual disappearance of their tips. The 
patient’s blood serum, in December, 1912, had given a negative 
Wassermann reaction for syphilis. 

According to the patient herself, her illness commenced when she 
was aged 32, after the birth of a stillborn child. This was her fourth 
child. Her two first children were still living and healthy, aged 
17 and 16 respectively. Her third, fifth and sixth children died in 
infancy. She had had no other children and no miscarriages. 

Dr. Weber had had an opportunity of examining the patient during 
the past ten or eleven years on various occasions, when she was an 
in-patient at the German Hospital under the care of his colleague, the 
late Dr. E. Fiirth. Thyroid treatment and subcutaneous injections of 
fibrolysin had been tried, but with doubtful results. Local hot baths 
A—7 
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were, probably, more useful. When Dr. Weber saw her about 1904, 
before obvious sclerodactylia had developed, some of her fingers used 
occasionally (for a few days at a time) to have a swollen, shiny, slightly 
bluish appearance, a condition that might be termed “bluish acro- 
oedema,” perhaps allied to the ced^me bletie of Charcot. 

This mode of commencement was perhaps one of the most interesting 
features in the case, which in many respects resembled that of a young 
woman shown in 1901 by H. D. Bolleston and S. Vere Pearson, before 
the Clinical Society of London,^ and shown again, in 1909, by H. D. 
Bolleston and G. D. H. Carpenter before the Clinical Section of the 
Royal Society of Medicine,® under the heading “ Sclerodermia with 
Sclerodactyly.” 

It was highly probable in cases of sclerodactylia of the feet that (even 
in cases in which no pulsation in the pedal arteries can be felt), if one 
could examine small arteries such as the internal plantar and dorsal 
arteries of the foot, no true endarteritis obliterans, nor thrombosis, 
would be found, but only contraction and thickening (not merely 
apparent thickening) of the arterial middle coats. At all events, that 
would best accord with what the speaker found in the subsequent 
examination of the amputated foot of a young man, whose case he had 
described in the British Journal of Dermatology ® under the heading 
“ Trophic Disorder of the Feet—an Anomalous and Asymmetrical 
Case of Sclerodactylia with Raynaud’s Phenomena.” 

Son;e of the cases of “ trench frost-bite ” or “ trench foot ” (French, 
mal des trancMes) amongst the soldiers in the present war seemed to 
present striking analogies with the condition of the foot in cases of 
sclerodactylia, especially with cases accompanied by a tendency to 
superficial gangrene, but before the atrophic (contracted) stage of the 
disease in the foot had been reached. The great setiological difference 
between the two seemed to lie in the fact that in the former (trench 
frost-bite) the immediate exciting cause was a powerful and obvious 
one, whereas in the latter (sclerodactylia) the constitutional factor was 
apparently the main one, the immediate exciting cause being generally 
slight or obscure. There was naturally a corresponding difference in 
regard to prognosis. The greater the constitutional factor and the 
slighter and more obscure the exciting cause, the less favourable was 


' Trans. Clin. Soc. Land., 1901, xxxiv, p. 215. 
’ Proceedings, 1910, iii (Clin. Sect)., p. 32. 

* Brit. Journ. Derm., 1901, xiii, p. 41. 
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the course of the disease likely to be. It was, however, possible that 
ultimately sclerodactylia would be found to be connected with some 
morbid action of the ductless glands or with the prolonged presence 
of some ergot-like toxin, either taken unknowingly with the food or 
manufactured constantly in small quantities within the patient’s body 
(in his alimentary canal or in his metabolic organs). 

Dr. Stowers said he had failed to detect any abnormal pulsation in the 
arteries of the foot in such cases. The case which first attracted his attention 
to this disease was that of which coloured drawings were shown—possibly the 
most severe of all recorded instances—the hands and fingers having the same 
characteristics as Dr. Weber's patient but to a much severer degree. His 
patient, a married woman, dated her disease from a difficult confinement at the 
age of 23, her previous health having been fairly good. Soon afterwards she 
lost weight and complained of various subjective symptoms, during the exist¬ 
ence of which her right hand and fingers became swollen and stiff. During 
the following five years the morbid process, still limited to the right hand, 
gradually developed, the skin over the phalangeal joints becoming inflamed 
with some discharge of pus from small ulcerations over the knuckles, and 
slowly contracting. By degrees the integument, at first tender and hyper¬ 
sensitive, became absolutely painful, sharp “ flashes " of pain of a neuralgic 
kind starting from the finger-tips, radiating over the hand, and passing up the 
forearm. As months elapsed, the integument over each articulation again 
swelled and inflamed, so much so, that the least movement was accompanied 
by acute suffering. The skin did not present excessive pigmentation, the 
colour remaining natural, or of a reddish hue, the tightened and contracted 
state being observable at the extremities or pulps of the fingers previous to the 
extension of the state to the joints which followed during the next five years. 
As nearly as possible five years after the right hand became affected the left 
commenced to undergo similar changes. Besides the shortening and contractions 
of the fingers from bone absorption, all the joints, except the upper (metacarpo¬ 
phalangeal) of each thumb, became fixed. Skin changes of the same character, 
though less intense, involved the thighs and lower extremities. The disease 
gradually progressed, producing the following additional structural alterations 
—viz., the angular outline of the face, made conspicuous by the relative 
prominence of the malar bones together with the shrinking and falling in of 
the cheeks; the retraction of the eyelids, producing considerable space between 
the globes and their coverings ; the shrivelling and irregular contractions, or 
crimping, of the lips. Besides these, the whole integument was dense, hard, 
and unyielding ; the surface being dotted, here and there, with numerous small 
capillary telangiectases; and lastly, the existence, more particularly on each 
side of the forehead and towards the hair border, of marked excessive pig¬ 
mentation. The patient died of pneumonia about the age of 55. 
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Little: Case of Simultaneous Herpes Zoster 


Case of Simultaneous Herpes Zoster of the Third and the 
Eighth Dorsal Segments of the Left Side in a Boy aged 11. 

By E. G. Gbaham Little, M.D. 

The eruption had begun in the lower segment, on the Saturday 
previous to the meeting; there had not been any preceding pain, the 
first symptom being the rash, and there were some six areas of typical 
herpetic vesicles stretching from the anterior midline to near the 
posterior midline, along the level assigned in Head’s diagrams to the 
eighth dorsal. On the follovnng Sunday and Monday the rash began 
to appear in the upper third dorsal segment in two large herpetic 
patches — one above the left nipple and separated from this by two 
finger-breadths, and one over the level of the spine of the scapula. 
Both these areas were well marked when shown, and there was in 
addition a small circumscribed reddened patch, without obvious vesicles 
upon it, on the middle of the inner surface of the upper arm. Pain had 
been considerable in this segment, being referred to the left axilla and 
along the length of the forearm. There were no aberrant vesicles, and 
the interval between the levels of the third and fifth dorsal segments 
was perfectly clear of all eruption. There was a rather obscure history 
which might have some bearing on the causation, the mother stating 
that the child had had a fall on the pavement while roller-skating on 
the previous Thursday, but that he had shown no bruising, though com¬ 
plaining at the time of the fall of some pain in the lower part of the 
back. There was no spinal tenderness along the whole line of the 
vertebrae. 

The case was probably unique in the simultaneous evolution of the 
eruption in two segments on the same side of the body, separated by the 
wide interval represented by five segments. Head, who had probably 
had the largest possible experience of the eruption of herpes zoster, had 
never seen this phenomenon, although he had notes of one case, not 
published, in which the fifth dorsal on one side and the twelfth on the 
other side had been the seat of a simultaneous herpetic eruption. 
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DISCUSSION. 

The President agreed that both eruptions were borpes zoster, and he 
was interested to hear that it was a unique experience to have two distinct 
segments affected on the same side. 

Dr. Gray thought it was fairly frequent for contiguous roots to be involved. 
Was Dr. Little satisfied that the intervening space was not affected? [Dr. 
Little said that he was.] The best marked case of bilateral herpes zoster 
he had seen followed on an injection of salvarsan. On the third day after the 
injection typical lesions appeared on both ears, on the right side of the lower 
lip, absolutely demarcated by the middle line, and on the left margin of the 
tongue. 

Mr. Samuel referred to a paper by Dr. Essex Wynter, in which he stated 
that 75 per cent, of the cases affecting the small nerve ganglia—i.e., the ganglia 
connected with intercostal nerves—occurred in children under the age of 14 ; 
while it was usually the larger ganglia which were involved in the herpes zoster 
of adults. 

Dr. Adamson thought both areas were herpes zoster. He had not 
previously heard of two separate areas being affected on the same side. 

Dr. Douglas Heath said he had tabulated a large number of cases of 
herpes zoster, but he had not previously seen or read of two areas being 
affected on the same side. He had never himself seen bilateral herpes zoster 
on the body. 


Case of Dermatitis Herpetiformis. 

By E. G. Graham Little, M.D. 

The patient was a boy, aged 8. The eruption had begun some 
fifteen weeks ago, with a bullous rash about the neck and the left 
groin, and the earlier diagnosis had been that of bullous impetigo. 
The case was lost sight of for some time, during which the application 
of ammoniated mercury ointment for several weeks had been attended 
by no improvement but by an extension of the rash, and when the 
patient attended again after the interval the diagnosis had consequently 
been altered to that of dermatitis herpetiformis. The present distribu¬ 
tion was as follows: the neck and the left groin, the sites of the first 
appearance, remained the most affected parts; there was an area 
triangular in shape (with the base reposing on the line of the clavicles, 



132 Little: Case of Dermatitis Herpetiformis 

and the apex at the xiphoid) covered very closely with vesicles grouped 
for the most part in herpetiform manner and on a very inflammatory 
base, the whole area offering a fanciful resemblance to a red breast¬ 
plate studded with pearls. There was a crop of less inflammatory 
vesicles around the umbilicus, and there were several isolated, not 
reddened, bullae about the abdomen. In the left groin more especially, 
and stretching across the base of the penis to the right groin another 
very inflammatory band studded with large bullae was present; a similar 
highly inflammatory patch was found on the back of the neck and on 
the trunk between the scapular spines. Some bullae grouped in a 
roughly circinate manner occupied the skin over the internal and 
external malleoli on both sides, and there were a few sporadic bullae on 
the dorsum of the feet and behind the ears. The eruption was suffi¬ 
ciently itchy to disturb sleep, and the boy consequently slept in gloves 
to prevent scratching. There were no lesions on the mucosa of the 
mouth. Individual vesicles were mostly small, the size of a pin-head, 
and with frequent herpetiform grouping, but there were also numerous 
isolated bullae much larger than this, some of these being of the size of 
half an almond. The contents of the blebs were for the most part 
clear. Several film preparations were stained for bacteria and showed 
only well-formed polymorphs and no bacteria whatever. 


DISCUSSION. 

The President agreed with Dr. Little that this was not impetigo, because 
if it were, with bullae of so great size, the contents would have been pustular 
long previously. To draw a hard-and-fast line between dermatitis herpeti¬ 
formis and pemphigus was, he now thought, impossible; but that point would 
be dealt with in the forthcoming debate on the pemphigoid eruptions. He did 
not think the accidental grouping of a few of the lesions constituted an essential 
difference between the two diseases. Somew’hat in favour of Dr. Little’s view 
was the itching, a feature which Duhring made much of. Unna’^s opinion, 
often quoted, that dermatitis herpetiformis in young children was confined to 
boys {Hydroa jmerorum) was undoubtedly too absolute. He had himself seen 
two cases in young girls. 

Dr. Adamson regarded this case as one of pemphigus vulgaris and not a 
very uncommon affection in children. The eruption usually cleared up when 
the patients were put to bed and given daily baths, though there was often a 
relapse if they were allowed to get up too soon. In some cases milder relapses 
recurred for a year or so, but all usually got well ultimately. 
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Dr. Douglas Heath said that in the cases of what he recognised as 
dermatitis herpetiformis in children the bullsB were generally large. In the 
adult, on the other hand, the lesions were often uniformly moderate in size. 
He agreed with Dr. Little’s diagnosis. These cases were rapidly amenable to 
arsenic. 

Mr. H. C. Samuel said that a point in favour of the diagnosis of pemphigus 
rather than that of dermatitis herpetiformis was the fact that the bullas arose 
from normal skin instead of from an erythematous base. 

Dr. Little said, in answer to those who had expressed their preference in 
this instance for the designation of pemphigus, that in his opinion the separa¬ 
tion of dermatitis herpetiformis was premature, but if it was to be accepted at 
all as a group apart from pemphigus this case was clearly and inevitably to be 
classified in that category. It seemed, in fact, to combine most of the criteria 
chiefly relied upon for differentiating dermatitis herpetiformis from other 
bullous diseases, as described in Duhring's original paper. The distribution in 
particular might be compared with that emphasised by Duhring as specially 
common sites—uamely, the neck, chest, back, abdomen, upper extremities 
and thighs.” “ The irregularity in size and form of the vesicles,” “their firm, 
tense walls,” “ their herpetic character,” and the considerable pruritus, singled 
out for special mention in that paper, were conspicuous here. As regards the 
sex and age of this patient, in a series of twenty-four cases described by 
Meynet and Pehu,^ occurring in children, the following conclusions were drawn 
by these authors : (1) The later years of childhood were more subject than 
the earlier, especially between the ages of 6 and 10 ; (2) seventeen out of 
the twenty-four cases occurred in males. The exhibitor had shown at the 
Dermatological Society of London a case with very similar distribution in a 
female child aged 3,* who had been under his observation with repeated attacks 
of the disease for several years. He had also reported another case in a little 
girl,® and Gardiner* had described a series of four cases occurring almost 
simultaneously in female children under 9 years of age. But the disease was 
undoubtedly much commoner in male children. 


' Meynet and Pehu, Ann, de Derm, et de Syph,, 1903, 4me ser., iv, p. 898. 
^ Brit, Joum, Derm,, 1903, xv, p. 409. 

* Tbid,, 1902, xiv, p. 425. 

< Ibid., 1909, xxi, p. 237. 
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Little: Case of Epithelioma of Right Thigh 


Case of Epithelioma of the Right Thigh. 

By E. G. Graham Little, M.D. 

The patient was a woman, aged 64. This case had been described 
in a recent paper read before the Harveian Society by the exhibitor as 
an instance of rodent ulcer, bat the character of the ulcer was so 
peculiar that he had changed his opinion and had come to regard it as 
a possible example of Paget’s disease, under which designation it was 
shown at the meeting. A microscopical examination had, however, 
now established the diagnosis of rodent ulcer, with some unusual 
features. The site was one of the most infrequently recorded. In a 
wide review of the literature the exhibitor had been able to find only one 
other example of rodent ulcer in the same situation.^ The appearance 
of the ulcer was also atypical; there was absolutely no hardened edge, 
the surface presented a velvety red aspect which the nurse in charge 
of the case had aptly described as “like a tomato, cut across,” and there 
were some islands of epidermisation scattered over this surface which 
had suggested the diagnosis of Paget’s disease, this feature having been 
much insisted upon by the French school as a characteristic of that 
condition. The ulceration was now about 2 in. by IJ in. in size. 
There was a history of a pigmented mole, present from birth, having 
occupied the site of the ulceration, and having remained unaltered until 
about three years ago when some injury had abraded the surface and 
ulceration had slowly proceeded from this centre. No enlarged glands 
could be felt in the groin. The whole affected region was removed 
by operation, and microscopical investigation of some of the excised 
tissue revealed typical rodent growth. 


' Bidwell, Drit, Joui'n, Derm,^ 1896, vii, p. 265. 



2>ermatoloaical Section. 

April 15, 1915. 

Dr. J. J. Peingle, President of the Section, in the Chair. 


Case of Rodent Ulcer. 

By Geokge Pebnet, M.D. 

The patient was a young man, aged 26, attending the West London 
Hospital. The disease began two years ago as a small pimple in the left 
naso-orbital region which had gradually increased in size. The lesion 
was a characteristic rodent ulcer about i in. in diameter. The case was 
shown on account of the age of the patient, who was comparatively 
young for rodent ulcer, though the exhibitor was quite aware that 
even younger patients had been shown. 

DISCUSSION. 

The President did not think rodent ulcer at this age was so rare as 
Dr. Pernet seemed to imply. He had himself seen a considerable number of 
early cases in medical students, averaging about 20 years of age. 

Sir Malcolm Morris said he believed the earliest age at which it 
occurred was recorded in the books as 18 years. . 

Dr. Sequeira said he had published particulars of a case in a boy, 
aged 12,' and he had shown one in a girl, aged 15.“ 


Case of Yellow Picric Staining of the Skin. 

By George Pernet, M.D. 

The patient was a fair man, aged 34, engaged in filling explosive 
shells. There was general yellow staining of the skin due to handling 
the picrate preparation, especially about the head, neck and hands. 

' Brit. Joum. Derm., 1912, xxiv, p. 391. 

Ibid., 1909, xxi, p. 57. 
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The hair was stained, as also the eyebrows and eyelashes. The patient 
had attended the West London Hospital for an eczematous condition 
of the left forearm and back of right hand. 


DISCUSSION. 

• 

Dr. Dore said that for some time he had been using an ointment of 5 or 
10 per cent, picric acid in vaseline in the treatment of ringworm of the scalp. 
This ointment was considerably stronger than that suggested by Dr. Winkelried 
Williams, and he had recently given it up on account of the pink discolora¬ 
tion of the urine, and the yellow staining of the hair, which sometimes 
]3ersisted as long as a year after the ointment was discontinued. 

Sir Malcolm Morris asked whether any member had had experience of 
picric acid, when used for burns, causing serious poisoning. In the case of 
a very bad burn picric acid was applied, and in a short time it appeared in 
the urine ; but the patient did not suffer in health, and the burn healed up. 

Dr. A. M. H. Gray said he had seen picric acid used for burns in many 
cases, but had never seen any resulting injury. 

Dr. H. W. Barber said that in the last three months he had seen two 
cases. In one he was treating ringworm with picric acid, and after a week 
the child became ill, the conjunctivae were stained yellow, and the urine was, 
in appearance, almost like bile-stained urine. The other case was that of 
a woman who scalded her chest; picric acid was applied, and her urine 
became extremely dark-coloured. She suffered from a profuse erythematous 
rash, and had a temperature of over 101^ F. He did not think the rash and 
the temperature had anything to do with the original scald. Both patients 
were well in a month. 

Dr. Pernet replied that he could corroborate Dr. Dore’s remark in 
connexion with ringworm of the scalp, because, though he had not used picric 
acid himself for that condition, he had seen ringworm patients in whom it 
had been used. But apparently it did not cure ringworm of the scalp. In 
answer to Sir Malcolm Morris, he could not recall a case in which the acid 
had been used for burns with fatal result: in the case of bums it seemed to do 
well, but he considered picric acid solutions should be employed with care, 
especially as regards percentage strength and the degree of the burn. It must 
not be forgotten tliat picric acid was a trinitrophenol, and that phenol was 
poisonous to cliildren. 
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A Persistent Ulcer of the Plantar Surface of the Right Foot 
resulting from Exposures to X-rays. 

By E. G. Graham Little, M.D. 

The patient was a young lady, aged 24, sent to the exhibitor by her 
father, a general practitioner, on March 22, with the following history: 
She had had for some time a sessile wart the size of a threepenny- 
piece on the sole of the foot about 1 in. posterior to the little toe. 
This had been treated by exposures to X-rays, which had been made, 
without medical supervision, by a very experienced sister in a hospital 
X-ray department. The first exposure was made in the first week 
of January, and five applications in all were made at intervals of one 
week. Dosage was measured not by pastille, but by time exposures— 
on the first two visits two and a half minutes with current of i milli- 
amperes, on the three subsequent visits four minutes with same 
current. A week after the last application the dermatitis appeared, 
e>nd this was followed a little later by a “ burn ” the size of a florin, 
with a deep ulceration surrounded by a wide red areola; the whole 
foot became excessively painful, and the glands in the right groin 
enlarged. After three weeks’ rest the ulcer had shrunk in size, when 
a. return to active occupation, and especially use of the foot, resulted 
in a breaking down of some of the apparently healed tissue, and an 
extension of the ulceration and surrounding redness. The pain was so 
severe as to suggest neuritis. When seen by the exhibitor on the date 
mentioned, there was a deep ulceration about 2 in. by in. in size, 
with a deep angry redness of the whole anterior half of the sole of the 
foot. Part of this redness was ascribahle to the septic nature of the 
surface. Applications of a weak tincture of iodine and absolute rest 
for three weeks had effected marked improvement. 

DISCUSSION. 

The Peesldent said that his experience of the results of X-rays, applied 
by others, in the treatment of warts, was that they were curiously capricious. 
He had heen impressed with the frequency of failures to cure and of the pro¬ 
duction of X-ray dermatitis. A small number of warts successfully removed 
by radium had come under his observation. 

Dr. Sibley thought the application of X-rays for warts was a mistake, 
because no effect on the warts was produced unless a dangerous dose of 
rays was given. He had seen it stated that radium had a very soothing 
MY —la 
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effect on X-ray dermatitis, but he had not had experience of it. In answer 
to Dr. Adamson, what he considered a large dose was one and a half pastilies. 
Por warts, he thought the best treatment was ionisation with magnesium 
sulphate, placing the affected area in a 2 per cent, solution whenever practicable. 

Dr. Adamson thought these cases of painful plantar wart were best treated 
by X-rays. It was necessary to give as much as one and a half pastille doses, 
and sometimes to repeat this, a proceeding which was without danger so long 
as the healthy skin was covered with a lead shield and only the actual wart 
exposed to the rays. In this case the rays had evidently been applied without 
this precaution. He would not advise the application of radium in this case, 
because it was an acute X-ray burn. Badium treatment should only be 
employed in the late ulcers of chronic X-ray dermatitis. He thought the ulcer 
would heal in course of time without any special treatment. 

Dr. Dore thought that X-rays were particularly suitable for multiple 
warts, though they were capricious in their reaction to the rays. They often 
improved after a full Sabouraud pastille dose, but if there was no immediate 
effect he thought it was a mistake to persist in the treatment by this method. 
He believed the latter course was answerable for many of the bad results. 

Dr. Pernet said that for multiple juvenile warts X-rays did not always 
answer. In his experience such warts were very troublesome to get rid of in 
some cases. 

Dr. MacLeod said that for painful verruca plantaris he had obtained 
more satisfactory results by X-rays than by any other means. He found that 
two pastille doses at an interval of about four weeks usually suflBced. He had 
not obtained good results either by carbon-dioxide freezing or ionisation, but 
had not employed radium. He had found that ulceration in chronic X-ray 
dermatitis sometimes healed with small exposures to radium, which at the 
same time relieved pain. 

Dr. Seqdeira agreed that for plantar warts in young people, treatment 
by one and a half pastille doses of X-rays was good, so long as the surround¬ 
ing skin was protected. In the case of multiple warts, he had often been 
disappointed with this treatment; but he had occasionally seen extraordinarily 
good results from the Kromayer lamp. He had seen it fail, however, in 
apparently similar cases, and the same uncertain results were obtained with 
ionisation and with the internal administration of calcium salts. He feared 
the X-ray dermatitis in this case would recur, but radium might relieve the 
pain. 

Dr. P. S. Abraham thought it was a good thing for the Section that such 
cases should be brought before it. During the last year he had seen some bad 
results from X-ray treatment, two of them having been in the practice of 
eminent radiologists in London. When such untoward results occurred, it 
seemed a pity that the profession should not know of them. He had not 
himself used X-rays for warts ; his treatments had been ionisation, the electro¬ 
cautery, acid nitrate of mercury, and carbonic acid snow. 
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Folliculitis Decalvans et Atrophicans. 

By E. G. Graham Little, M.D. 

The patient was a lady, aged 55, originally resident in Holland, 
but for the last twenty years living in this country. She was sent to 
the exhibitor by Dr. Lassueur, of Lausanne, with the following note : 
“ The aspect of the skin seems to me to recall lichen spinulosus, 
especially the lesions of the flexural folds, and the armpits. But the 
condition of the scalp is very unusual, and ,I am altogether embarrassed 
to make a diagnosis which fits in with the skin affection.” The 
difficulty experienced by this very expert dermatologist would probably 
be felt by others. The history given by the patient was as follows: Some 
ten years ago she began to have an inflammatory condition of the vertex 
of the scalp, which resulted in a very slow shedding of the hair and the 
development of bald patches. There were no subjective symptoms, and 
the affection, as it gave no trouble, seems to have been ignored. But 
some five months ago a similar, though very much more rapid in¬ 
flammation, accompanied by great itching, became apparent on the 
sides and front of the scalp, and the hair now came away in handfuls; 
and at the same time an itchy eruption was manifest in the axillae, the 
groins, and the flexures of the elbows. In these positions there was 
a folliculitis in grouped patches with a general resemblance to lichen 
spinulosus, as remarked by Lassueur, and on the back of the trunk, 
from the shoulders to the level of the lower angles of the scapulae, and 
on the back of the upper arms there was a diffuse, slightly spiny follicu¬ 
litis, also itchy and reddened. In the axillae and groin, in positions 
where hair was normal, this had been almost entirely destroyed, as it 
had been on the scalp, and with the exception that there was very 
marked atrophy on the scalp and as yet none of the skin in the axillae 
and groin, the conditions in these parts were similar to those of the 
scalp. The disease of the scalp was obviously that familiar under the 
name of folliculitis decalvans, with the subsequent atrophy, on account 
of which the addition of “ atrophicans ” was made to the title. This 
terminal atrophy led to a superficial resemblance to alopecia, and the 
term ” pseudo-pelade,” invented somewhat unnecessarily by Brocq, ex¬ 
pressed this resemblance. The exhibitor had considered the possibility 
of an early Darier’s disease as an explanation of the features resembling 
lichen spinulosus, especially as it appeared in the axillse and groins. 
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positions where Darier’s dermatosis was most frequently met with. In 
the magistral description of the disease contributed by Darier to the 
Pratique Dermatologique, he stated that the “sites of the disease (foyers 
morbides) were frequently, but not exclusively, follicular,” and for this 
reason, among others, he rejected the title “keratosis follicularis ” 
proposed as a synonym. And he remarked, further, that though the 
scalp was frequently the site of disease “it never becomes alopecic.*' 
The exclusively follicular character of the lesions in this case, and the 
atrophy of hair wherever this was normally present, seemed to con¬ 
stitute important differences therefore, which excluded it from Darier’s 
disease. But it could not well be maintained that the pathological 
processes in the case of the scalp and the other hairy parts were 
separable, for in both cases there was essentially an inflammatory 
folliculitis with destruction of hair. The exhibitor had not seen or 
read of an exactly similar combination, and therefore contented himself 
with recording this case under the non-committal title which seemed 
best to express the pathological facts. In addition to the itching, which 
was considerable, there were other and more anomalous subjective 
symptoms. The patient complained of always feeling cold, even when 
immersed in a hot bath; she suffered from frequent headache and from 
habitual constipation. Menstruation had ceased five years ago. She 
had two healthy children, and there was no family history of any 
importance. 


DISCUSSION. 

The President remarked that he would have unhesitatingly diagnosed the 
condition of the scalp as a folliculitis decalvans and the follicular keratosis of 
the axillae and neighbouring parts as probably an early stage of Darier’s disease. 
He had no opinion to offer as to the association between the two conditions 
present. 

Sir Malcolm Morris said there were so few cases of Darier’s disease 
recorded that it was difficult to know whether the two diseases named were 
associated. If there had been no lesion on the non-hairy part of this patient’s 
body, he believed there would have been no question as to the diagnosis of the 
scalp condition. Many cases of folliculitis decalvans had been seen since the 
first case shown at the old Dermatological Society of London about 1882. 
He did not know whether the present case was an early one of Darier’s disease 
or not. 

Dr. Adamson thought the scalp condition was certainly alopecia cicatrisata 
or folliculitis decalvans. He knew of no case in which this affection had been 
present also in the axilla?, hut the axillary eruption in this case might well be 
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called “ folliculitis decalvaus,” because there was folliculitis with loss of hair. 
Its presence there seemed to throw some light upon the scalp condition, and 
suggested that this was also primarily a folliculitis. He did not regard the 
eruption in the axillae as Darier’s disease, for Darier’s disease was a pseudo¬ 
folliculitis and not really an affection of the follicles.* 

Dr. Seqtjeiba said he had shown one case before the Dermatological 
Society of London, in which the diagnosis of Darier’s disease was accepted,* 
and in that case some of the elementary lesions were very much like those 
in this case. His view of the present case was much like the President’s, that 
the lesions on the scalp were those of folliculitis decalvans, while in other 
regions they resembled those of Darier’s disease. He thought it would be 
worth while having sections taken. 

Dr. MacLeod agreed that the condition of the scalp was folliculitis 
decalvans, and believed that the affection of the axillss belonged to the same 
category, and was a folliculitis leading to keratosis at the mouth of the follicles 
and atrophy of the hair. He did not consider that the affection in the axilles 
was Darier’s disease. He had made a number of sections of Darier’s disease 
and found that the follicles were affected as well as the surrounding epidermis. 

Multiple Rodent Ulcers of the Left Cheek of Unusually 

Short Duration. 

By E. G. Gbaham Little, M.D. 

The patient was a man, aged 43, a barge builder by trade, and he 
gave the following history: On February 13 of this year he was repair¬ 
ing the bottom of a barge which was much infested with barnacles and 
weeds, when his left cheek came into violent contact with the foul 
bottom, causing two wounds in the position of the present lesions. The 
upper one was at the outer angle of the left orbit and in this position 
an abscess formed from which foul matter was evacuated. The centre 
ulcerated, and when seen there was a shallow ulcer surrounded by a 
salient hard ridge, the whole lesion being the size of If in. by f in., 
and involving the upper and lower eyelid and the adjoining cheek. 
Over the malar eminence an inch below this ulcer there was a waxy 
nodule without ulceration, the size of a threepenny-piece, which was 
ascribed to the same accident. No glands could be felt to be enlarged 

' Audry and Dalous, Journ. des Maladies cutan, et syph., 1904, xvi, p. 801 (abstracted in 
Brit, Joum, Derm,, 1906, xvii, p. 232); and Constantin and Levrat, Ann, de Derm, et Syph,, 
1907, 4nie ser., viii, p. 337 (abstracted in Brit, Joum, Derm,, 1908, xx, p. 204). 

* Brit, Joum, Derm,, 1905, xvii, p. 266; also figured with sections in the exhibitor’s 
** Diseases of the Skin,” 2nd p. 476. 
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in connexion with these lesions. Clinically both ulcer and nodule were 
typical of rodent growth. It was proposed to excise one of the lesions 
for microscopical report and the result of this examination would be 
contributed to a later issue of the Proceedings. 


Syphilitic Gummata in a Patient with Diabetes Insipidus. 

By J. H. Sequeira, M.D. 

The patient, a Jewish porter, aged 35, attended the Skin Depart¬ 
ment of the London Hospital on March 13, 1915, with definite 
gummatous infiltration about the elbow, the inner side of the upper 
arm and the upper part of the forearm on the right side. The lesions 
had not broken down and had been gradually developing during the 
past two months. The patient was a stout, flabby, anaemic man, and he 
stated that he had been in the London Hospital in 1908, under Dr. 
Bobert Hutchison, suffering from diabetes insipidus. By the courtesy 
of Dr. Hutchison the exhibitoc was able to add the following particulars 
of the case: Four days before his admission to the ward the patient 
began to pass large quantities of urine and was very thirsty. There 
was a history of gonorrhoea, but none of syphilis. While in the hospital 
the patient passed as much as 1,076 oz. of urine in twenty-four hours, 
and he was still passing from 400 to 600 oz. per diem. The right 
testicle had been removed for tuberculous disease, and the patient stated 
that he had lost all sexual desire. On March 24,1915, the WasRe.rm a.nn 
reaction was found to be positive. A further examination of the patient 
showed that the pupils reacted normally to light and accommodation. 
The patellar and plantar reflexes were normal. 

The case was shown to emphasise the fact that the clinical group 
of symptoms known as diabetes insipidus, polydipsia and polyuria was 
often of syphilitic origin. 

Head and Fearnsides published in Brain the case of a male, aged 27, 
with a history of syphilis which was contracted at the age of 21. Here 
also there was an acute onset of polyuria and polydypsia, and diabetes 
insipidus. That patient had Argyll-Bobertson pupils. In 1911, a 
woman, aged 37, was in London Hospital with multiple gummata of 
the forearm; and in 1909 she had a sudden onset of polydipsia and 
polyuria. Her husband died of general paralysis of the insane. She 
also had Argyll-Bobertson pupils. The present patient gave no history 
of syphilis, but owned to gonorrhoea in 1905. 
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DISCUSSIOl^. 

Mr. McDonagh said he had no doubt that there was a very marked 
connexion between syphilis and diabetes insipidus, and in his opinion he 
thought the condition was more frequently to be met with in the congenital 
than in the acquired form. The lesion was in the posterior lobe of the pituitary 
body, and most probably a vascular one to commence with. Diabetes insipidus 
occurring in acqui^^ed syphilis was almost invariably associated with symptoms 
pointing to an involvement of the central nervous system, the lesions being 
degenerative in character. The patient exhibited had had diplopia; the lesion 
appeared to have been a vascular one, and it was when the double vision set 
in that the symptoms of diabetes insipidus manifested themselves. Now the 
patient stated that he had completely lost all sexual desire. As the trouble 
was not usually recognised until it had i)ersisted for some time, and owing to 
the degeneration which had resulted in the meantime, nothing could be expected 
from antisyphilitic treatment. If, on the other hand, the case was taken early 
the symptoms would disappear under treatment. The speaker referred to a 
case presenting an anomalous skin eruption, which Dr. Sequeira had recently 
shown before the Section. The case was referred to the Pathological Com¬ 
mittee for a report. It would be remembered that the patient died and that 
post mortem a granulomatous lesion was fotmd in the posterior lobe of the 
pituitary body. The boy had diabetes insipidus when he died. 

Dr. F. Paekes Weber said he would have thought that one of the 
commonest recognised causes of diabetes insipidus was syphilis, either 
congenital or acquired. Another undoubted (occasional) cause was tubercu¬ 
losis. In a man, aged 37, under his care in hospital with diabetes insipidus 
and pulmonary tuberculosis, the polyuria and thirst wore said to have imme¬ 
diately followed the surgical removal of an enlarged lymphatic gland in the 
neck one year and a half previously. In that patient the blood serum gave 
a negative Wassermann reaction for syphilis. There was no hemianopsia, the 
visual fields were normal. Eontgen-ray photographs of the base of his skull 
(taken by Dr. James Metcalfe) showed no enlargement of the pituitary fossa. 

Dr. Kinnier Wilson alluded to cases of diabetes insipidus associated with 
optic atrophy. There was good reason, experimentally and clinically, to suppose 
that in these cases of diabetes insipidus the lesion was a disturbance of the 
pituitary body ; it was immaterial what the disturbing disease was. The 
transient diplopia of Dr. Sequeira’s case was of considerable significance, as 
indicating some basal trouble; and it would be interesting to ascertain the 
visual fields in this man to see if he had hemianopia fugax: it was occasionally 
seen in cases of diabetes insipidus. Conceivably, the pathogenesis of this case 
was a certain degree of basal meningitis, some secondary internal hydro¬ 
cephalus, and some pressure on the floor of the third ventricle. 
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Dr. Pbbnet said he had seen one or two cases of diabetes insipidus irt 
syphilitic patients, but before the days, of salvarsan the treatment of the 
syphilis by mercury did not lead to any improvement to speak of. It would be 
instructive to see the case again after treatment from the syphilitic standpoint. 


Case for Diagnosis.^ 

By S. E. Dore, M.D., and S. A. Kinnier Wilson, M.D. 

Db. Wilson said he was concerned with the neurological side of 
the case, because he thought some light came from that side. Tlie 
story was that the man had had a gradual onset of the trophic lesions 
on the hands and feet during eighteen months. He had lived a good 
deal abroad—in India and Africa—and had been travelling officially on 
P. and O. boats for a long time. There were indications of involvement 
of his peripheral nerves; he had definite therm-anaesthesia in the legs 
as far as the knee on the right side, and below the knee on the left 
side; always essentially insular or patchy—i.e.,not corresponding to any 
particular segment of the spinal cord. He also had therm-anaesthesia 
in the hands, though not so marked; there was slight diminution 
of appreciation of pin-prick over his feet, insular in character, and not 
corresponding to parts where the skin was thicker than usual. He felt 
a touch everywhere over his limbs, except where the skin was thick 
and interposed a mechanical reason for reduced perception. His 
localisation and muscular sense were preserved. Another important 
point was absence of the Achilles-jerk on both sides, while the knee- 
jerks were normal. The plantar responses were of the flexor type. 
There was no evidence that in this case one was dealing with a central 
lesion. In the ordinary course, it might be thought the case was one 
of syringomyelia, but for the following reasons he did not think it was 
so : (1) The alterations of sensation were essentially of peripheral type, 
and there was no segmentation in the distribution of the forms of 
anaesthesia, a point of considerable significance. (2) In cases of syringo¬ 
myelia, if there was change in the reflexes they were, as a rule, 
exaggerated, and in some cases there was marked spasticity with 
ankle clonus and an extensor response. This case, however, showed 
the opposite condition. (3) Passing to matters of opinion, he did not 
think this man’s face was quite normal; there seemed to be a slight 


* Shown at the last meeting (March 18) ; see ProceedingSy p. 122, 
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commencement of involvement of the skin of the face, an approximation 
to the leonine facies, which was not found in syringomyelia. He could 
not say there was definite thickening of the peripheral nerves; but he 
was inclined to regard the case as one of lepra. It was undesirable 
to emphasise the dissociation anaesthesia, because that was not patho¬ 
gnomonic : it was met with in various pathological conditions. The 
view he had expressed tentatively was the result of a summary of the 
points presented by the case. He might take an opportunity, at a later 
date, of making a histological examination of some peripheral nerve or 
a part of the skin, which, however, did not show anything approximat¬ 
ing to nodular formation. 


DISCUSSION. 

The President said members would recollect that the diagnosis of Dr. 
Kinnier Wilson was that generally adopted at the last meeting of the Section. 
His own remarks as to the possibility of a syringomyelia were made primarily 
to raise a debate, and were based upon a case of that disease he had seen in 
which the hands were affected in a manner similar to that exhibited by the 
patient under discussion. 

Dr. P. S. Abraham said he would not venture a decided opinion in an early 
case of leprosy without a very thorough examination. He had not done more 
than casually look at the present patient, and then his first idea was that it 
was a case of acromegaly. The man seemed to have no loss of sensation, and 
he (the speaker) could not feel any thickening of nerves. Moreover, if this 
were leprosy, one would expect the man to show some marks of it, not only 
patches of anaesthesia or parsesthesia, but pigmentary changes in some region 
of the skin. The tongue seemed syphilitic. The case illustrated the difficulty 
of diagnosing leprosy in an early stage. He confessed that it did not strike 
him at first sight as a case of leprosy. 

Dr. Pernet thought the patient's facies was suggestive of lepra, and there 
was something about the man’s appearance which made one in^inctively think 
of leprosy. Dr. Wilson had refrained from laying stress on the bullous condi¬ 
tion of the feet, which was a very important feature of the case. With regard 
to the dissociations of sensation, he possessed diagrams of a case he had had 
under his care with the late Dr. Eadcliffe Crocker.^ That case was one of advanced 
nodular leprosy. Dr. Wilson might be interested in the diagrams. Dr. Pernet 
would also call Dr. Wilson’s attention to two papers in Lepra.* Leprosy 

* Skin Notes (under L), 1897. 

* Woit, of Petrograd, in Lepra^ 1900, i, pp. 60 et seq. Abstract by Pernet, Brit. 
Joum. Derm., 1901, xiii, pp. 281, 400. Nonne, in Lepra, 1905, v, pp. 22 et seq., with 
diagrams. 
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began in such insidious ways that one must not be put off one's guard because 
the case was not a straightforward one in the early stages. The man had also 
been in leprosy districts. A good nerve to investigate was the external popliteal. 
It was worth while giving iodide of potassium in order to promote the flow of 
mucus from the nose, and examining the resulting discharge. The contents of 
the bullsB should also be investigated. 

Dr. MacLeod said that he did not see any definite evidences of leprosy. 
He did not regard the features as leonine, and observed that leonine features 
resulted from nodular leprosy of the face. This case, if it were leprosy, was 
a nerve case, and there were no signs of nodules. He considered that it was 
not unusual for the hands and feet to be symmetrically involved in ner\^e 
leprosy without any thickening of the nerves or cutaneous lesions. 

Dr. Kinkier Wilson, in reply, reminded the meeting that he disclaimed 
any dogmatic statement about the case. 


Cultures from a Case of Favus of Glabrous Skin.^ 

By S. E. Dobe, M.D. 

Dr. Dobb said that as the cultures were not regarded as typical 
of A chorion Quinckeanum, he was requested by the Section to grow 
them on Sabouraud’s medium. He thought the result was still 
unsatisfactory in regard to the diagnosis of Achorion Quinckeanum. 
Some of the cultures had been grown at Westminster Hospital, by 
kind permission of Dr. Hebb, on Sahouraud’s solmedia (Chopping), and 
he (Dr. Dore) had also grown some on the same medium. The former 
all grew as a white, downy button with fine, radiating branches, but 
in his culture there were concentric rings, as described by Sabouraud in 
old cultures of Achorion Quinckeanum. He thought this was important 
as showing the great variety ringworm cultures might assume according 
to varying conditions of temperature, culture media, .&c. 

DISCUSSION. 

Dr. MacLeod said he did not think the culture was Achorion Quinckeanum. 
He showed a typical culture of that fungus which was more luxuriant and 
fluffy, and he thought that Dr. Dore’s culture was probably a favifomi 
trichophyton. 

Dr. Bolam said he did not regard the cultures as Achorion Quinckeanum. 

* Shown at the February meeting ; see Proceedings, p. 97. 
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Case of Epidermolysis Bullosa. 

By W. Knowsley Sibley, M.D. 

The patient, B. B., was a single woman, aged 50, a needlewoman by • 
occupation. Her father had died from cancer of the stomach, aged 63; 
her mother from paralysis, at the age of 62. There were nine children 
in the family, the patient being the sixth ; five of them were still living 
and well, one having died in infancy, while two were stillborn. The 
patient was unaware of any other case of skin trouble in the family, 
except a maternal great aunt who suffered from “ sore ” hands. When 
her mother was in her fourth month of pregnancy she had a severe shock 
from seeing,a man coming out of a small-pox hospital, and the patient’s 
condition was attributed to this cause. She was in doubt as to whether 
she had been born with any skin trouble, but at the age of 2 her body was 
stated to have been covered with blisters, with the exception of her face 
and back. At the age of 7 she was in a children’s hospital for two 
years with the same condition, at the end of which time she was dis¬ 
charged as better, but by no means cured. At the age of 12 the skin 
condition was as bad as ever, and she had congestion of the lungs. 
She was admitted into a general hospital, where she remained for eight 
months. She has been attending various hospitals and infirmaries on 
and off ever since. The patient could never remember being free from 
blebs on some part of the body, but they had never been present on the 
face, head, lumbar region, or soles of the feet. She stated that her nails 
and teeth had crumbled away when she was aged about 14. She had had 
all the decayed stumps removed from her mouth sixteen years ago. As 
a child the skin was generally very irritable; of recent years there had 
not been any irritation, but the parts where the bullss arose ached and 
burned. The patient had earned a very precarious livelihood, as when¬ 
ever she attempted to follow her occupation with the needle blebs at 
once appeared on her fingers. Similar lesions had frequently been 
present inside her mouth, both on the gums and on the tongue, and if 
she attempted to eat a piece of meat or hard food blisters arose on her 
gums. She stated that formerly the blebs were most abundant over 
her body, especially on the shoulders, chest and abdomen, a few being 
scattered about the limbs. Of recent years the blebs had been chiefly 
present in the neighbourhood of the larger joints, such as the extensor 
surface of the knees and elbows, the external parts of the ankles and 
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the dorsa of the feet. There had never been any affection of the 
conjunctiva or genitalia, nor any trouble with her hair. Of recent 
months she had lost a considerable amount of flesh, and the skin over 
the whole body was greatly wrinkled. 

On inspection a considerable amount of superficial scarring and 
pigmentation were present over the upper regions of the chest and 
shoulders. Smaller round and oval pale scars were abundantly present 
over the arms and legs, practically confined to the extensor surfaces. 
Becent blebs were present over the right olecranon process, both patellss 
and the dorsum of the right foot. The skin of the hands was withered 
and much scarred, and a recent small hsemorrhagic bleb was present on 
the dorsum of the right hand; the palms were thickened, the nails of 
both fingers and toes were absent and replaced by strands of fibrous 
tissue. Scarring was present in the mouth, especially over the alveolar 
processes. She complained of indigestion and discomfort in the epigastric 
region; there was some fullness and dullness on percussion here, with 
considerable tenderness on palpation. 

The growth obtained from a recent bulla was the Staphylococcus 
albus. 

The blood count was as follows: Red blood cells, 4,330,000 per cubic 
millimetre ; white blood cells, 4,300 per cubic millimetre. Differential 
leucocyte count: Polymorphonuclear cells, 62’5 per cent.; small lympho¬ 
cytes, 25'5 per cent.; large lymphocytes, 7 per cent.; eosinophiles, 
4 per cent.; basophiles, 1 per cent. 

DISCUSSION. 

Dr. Sibley said that if the bullaa were the result of traumatism one would 
expect them to he over the joints, &c. It was difficult to know what to include 
in this group. The present appearance of the case reminded him of one which 
he published in the British Journal of Dermatology for 1914.* A woman, at 
the age of 33, developed a condition very similar to epidermolysis buUosa. Up 
to that age she had a normal skin, hut the tail of a big dog struck her on the 
shin, a blister arose, and from that time she had a succession of buUse over the 
anterior surfaces of both legs and one arm, lasting for thirty years, though her 
nails remained normal, as did the remaining areas of skin. 

The President said the case was well known to many of the members of 
the Section. It was now seventeen years since Dr. Colcott Fox first exhibited 
her at the Dermatological Society of London. He was much struck by the 
remarkably slow progress of her disease. 


‘ Brit. Journ. Dcrm.^ 1914, xxvi, p. 115, 
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Dr. Adamson said he remembered this case because the patient had for some 
years attended Dr. Colcott Fox’s clinic at Westminster Hospital. Dr. Fox 
used to call attention to the general atrophy of the skin—to what he called 
tissue-paper skin,” and he had suggested that “ this atrophy was not 
secondary to repeated phlyctenes, but an essential outcome of the disease 
process.” ^ 


Case of Congenital Syphilis. 

By Haldin Davis, F.E.C.S. 

The exhibitor showed this case (a girl, aged 13) chiefly as an 
example of far-advanced congenital syphilis. It displayed ulceration of 



CoDgeDital syphilis. Showing (1) tertiary ulceration of nose, (2) Hutchinson teeth. 

tertiary type, somewhat rare in congenital cases, and it also exhibited 
very clearly the well-known stigmata of congenital syphilis in the peg¬ 
like Hutchinson teeth and the remains of old interstitial keratitis. The 


* Brit, Journ. Derm,, 1905, xvii, p. 224. 
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active disease chiefly affected the nose. There was some external ulcera¬ 
tion, but in addition to that the nasal septum had almost entirely 
disappeared. The soft palate had been destroyed by disease now 
quiescent, and there were also scars of old ulceration on the cheek. 
The exhibitor raised the question as to how far the administration of 
salvarsan was likely to benefit the patient. 


DISCUSSION. 

Dr. Sequeira said he had had several cases of this type, and he had 
treated some by mercury and some by salvarsan, and he did not think there 
was much difference in the result. In this case he would be inclined to 
combine mercurial inunction with iodide of potassium internally. Half a 
drachm of blue ointment rubbed in daily, he thought, would bring about 
rapid improvement. 

Dr. Bolam thought this was the type of case in which salvarsan was 
particularly useful, because the general constitutional condition of these 
children was not very good. He would give 0'2 or 0*3 grm., and repeat it. 

Dr. H. MacCormac thought the case suitable for salvarsan ; mercury 
would not clear up the lesions so quickly. 

Dr. Gray said that, in his experience, syphilitic ulcerative conditions 
healed up much more quickly under salvarsan than they did under mercury, 
though the latter alone might be eventually effective. 

The President said his view also was that the active ulceration would 
be benefited very much and very quickly by the use of salvarsan. 


Favus of Scalp and Trunk. 

By J. H. Sequeira, M.D. 

Two children of Polish parents, twins, aged 6, the subjects of 
extensive favus of scalp and trunk. The children were bom in 
England. The scalps were universally affected, and there were large, 
irregular, sulphur-yellow crusted masses on the back of the boy and on 
the shoulder of the girl. The fungus was the Achorion Schonleinii. 
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Case of Lichen Planus. 

By Douglas Heath, M.D. 

Patient, a male, aged 56, had an abundant eruption of lichen 
planus on the whole of the trunk, upper part of thighs, backs of hands 
and fingers, and a few scattered areas on the fiexor surface of the 
forearms and about the knees. The patient had also many pigmented 
nssvi on the trunk and senile keratoma of the forehead. The eruption 
of lichen planus on the body and hands had, according to the patient, 
been appearing since infancy, but the individual lesions had increased 
in size during the last ten or fifteen years, especially on the fingers 
and backs of the hands. The eruption always tended to become more 
prominent in summer and winter, and to flatten down and disappear 
in spring and autumn. Nearly all the fingers were covered on their 
dorsal surface with raised bluish-red smooth and' shining patches as 
large as, or larger than, a threepenny-piece. The upper half of the 
chest was thickly covered with finger-nail-sized pigmented areas in the , 
regions where the eruption had been present, and in many places, as, 
for example, over the upper three ribs on the front of the chest, there 
was an almost continuous band of pigment. On the fronts of both 
wrists and forearms also small deeply pigmented areas of skin could 
be seen. There was no eruption in the month and the patient did not 
complain of itching. On the upper and inner side of the right thigh 
there was a narrow band of atrophic skin running backwards towards 
the perineum, which by its contraction was pulling downwards a fold 
of skin from the abdominal wall. This atrophy had probably occurred 
in the situation of a pre-existent band-like patoh of eruption, as a recent 
strip of linear lichen planus of pink colour, about J in. wide could be 
seen on the outer side of the same thigh almost parallel with the groin. 

A section cut from a small raised patch on the dorsal surface of one 
of the fingers showed marked thickening and downward growth of 
the prickle cell layer as well as hyperkeratosis and parakeratosis. 
There was only a small amount of cellular infiltration of the papillary 
body and none beneath it. 

Dr. Heath desired to add that there was an extraordinary persistence 
and recurrence of large lichen planus-like patches on the hands, body 
and thighs, followed by long-continued pigmentation, and in places by 
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atrophy. The patches on the upper part of the thigh he considered 
were due to atrophy following the lichen planus-like patches. He did 
not remember having seen a case in which large flat patches were so 
widespread on the collar region; a case of Kaposi’s ^ was the only 
similar one he could And in the records. In the case shown the erup¬ 
tion seemed to have begun in infancy, and at any rate had been present 
as long as the patient could remember. Members might perhaps think 
that the lesions on the back of the hands were similar to those on the 
face—plain warty lesions, not lichen planus—but the lesions on the 
hands disappeared, whereas those on the face did not. The section be 
exhibited showed, for lichen planus, very little cpngestion of the 
papillary body; but as it was a fairly thick papule from the back of 
the hand, its age might account for the congestion disappearing. Dr. 
Adamson had seen the section, and thought it was lichen planus and 
not verruca. Dr. Heath had never seen such long persistence of lichen 
planus lesions. Fresh lesions were constantly developing, older ones 
disappearing. The patches on the hands were much more raised a 
fortnight ago. Dr.‘ Sequeira had shown a somewhat similar case, the 
knuckles being involved, but the skin section did not, he believed, show 
acanthosis. 


DISCUSSION. 

The President said he had never seen a case identical, or even very 
similar. He accepted the diagnosis of lichen planus on the ground of the 
characteristic primary lesions ; but he questioned the accuracy of the history 
that the disease begen at the age of three months. It was notable that mucous 
membrane had never been involved. 

Dr. Dore said that on account of the early onset, long duration and clean- 
cut atrophy left by the lesions and the presence of a linear streak behind the 
knee, he thought the case might be an unusual example of linear ntevus. 

Dr. Adamson thought the case one of great interest. He regarded the 
condition, including the streak on the thigh, as lichen planus ; it resembled 
lichen planus annularis, and he had seen such cases persist for many years. 
He doubted the correctness of the history, which put back the onset of this 
case to early childhood. 

Dr. MacLeod regarded the whole condition as lichen planus, certain of 
the lesions on the fingers suggesting the hypertrophic form. Microscopically 
the section also confirmed this view. Ho liad not seen a case with a like 
distribution. 


' Vicrteljahrschr. f. Derm. u. Syph.,, 188G, xiii, p. 571. 



Dermatological Section 


153 


Cultures from a Case of Microsporon Tinea of the Scalp 

in an Adult. 

By J. IT. Sequeira, M.D., and W. J. Oliver, M.B. 

Mrs. B., aged 32, first attended the Skin Department of the 
London Hospital on January 26, 1915. She complained of an itching 
of the head, which she had first noticed in September of last year. 
Since that date she had been regularly attending another hospital for 
the same complaint, and had been treated with “ an ointment contain¬ 
ing iodine ” for the condition, which had been diagnosed there as 
ringworm, when she had had red patches all over the scalp. She 
had cut her hair quite short about the end of November. She had 
always had a scurfy head, and her hair had been falling for the last 
five years. 

On her first attendance at the London Hospital she brought her 
three children, all of whom had tinea capitis (showing a microsporon 
fungus); this condition had dated in the oldest case from July, 1914. 
The affection had first been noticed on this child’s scalp as a “ patch 
of dirt ” which the mother had tried to wash off with a piece of flannel, 
using the same material later on her own and the other children’s 
heads. In August the same child had had red rings on her chest, and 
the hair had begun to fall in September about the same time as red 
rings appeared on the heads of the two other children, when a small 
area of red spots was noticed on a fourth child’s scalp. The whole 
family had attended the same hospital for ringworm since that time 
(September, 1914) until January of this year, and had been treated 
with ointment without showing much improvement. When first seen 
in January at the London Hospital the three children were all ordered 
X-ray treatment. 

The mother’s condition improved under antiseptic treatment, and the 
hair w'as allowed to grow again, but the irritation returned in March. 

On March 26 there were seven areas with the hair cut short on 
account of irritation. One of these, as on the previous visit, showed 
no scaling, but definite broken stumps which contained the microsporon 
were seen in the stained specimens. No short broken hairs were 
recognised over any of the other six areas, nor was any fungus found 
in the few short hairs removed from some of these areas. One of the 
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children treated with X-rays at the end of January exhibited on this 
date a round, scaly, dry lesion with a red narrow border on the right 
forearm. This, according to the mother’s statement, had commenced 
as one red ring inside another. 

On March 27, tubes of 4 per cent, glucose and maltose agar were 
inoculated by Dr. Oliver, with some of the stumps removed from the 
patient on the previous day, and also with hair taken from one of the 
children (the first one to become affected) on her first attendance in 
January. 

On April G, when next seen, all the tubes, save one glucose tube, 
had definite growths about the sites of inoculation consisting of a small 
raised white '‘fluffy” central tuft with a narrow border of ill-defined 
surface growth. 

On April 12, cultures from the child’s head showed a “downy” 
surface growth with a more “woolly” central tuft. Cultures from 
the patient exhibited a rather flocculent white surface growth about 
a more raised central tuft. 

The growths were evidently those of an animal microsporon, the 
Microsporon felineum, 

Microsporon ringworm was apparently very rare in the adult, but 
Dr. MacLeod showed cases in a mother, aged 23, and child,^ and in the 
debate on those cases some other instances were mentioned. 


Brit. Jonrn. Derm., 1911, xxiii, p. 84. 
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May 20, 1915. 

Dr. J. J. Pringle, President of the Section, in the Chair. 


DEMONSTRATION OF CASES. 


Case of Pemphigus Vegetans, 

By J. J. Pringle, M.B. 

The President brought forward his case of pemphigus vegetans 
in a soldier, aged 28, previously exhibited on January 21, 1915.^ No 
trace of his pemphigoid disease was present except three dry wart-like 
excrescences, each about the size of a sixpenny piece, in the left axilla— 
the remains of previously bullous and slightly vegetative lesions—and 
one similar smaller adherent scab on an erythematous base over the 
manubrium sterni. Marking the seats of all pre-existing lesions on the 
trunk and limbs there was still some faint erythema and pigmentation. 
The mucous membrane of the mouth was natural and at no part of the 
body was there any indication of active disease. The temperature was 
normal and the general health excellent. 

Before such a consummation had been attained the clinical history 
of the case had been, however, extremely strange and eventful. It may 
be briefly summarised as follows: On January 24 the temperature rose 
to 104° F., and an immense crop of blebs of various sizes appeared all 
over the body, limbs and face, as well as in the mouth. Their contents 
were sterile, and the examination of the urine revealed no sign of 
acidosis or intestinal toxaemia. On January 29 a typical erysipelatous 
rash appeared all over the face and involved a large portion of the scalp. 
This was attributed to an accidental infection from an intensely acute 
streptococcal abscess in an adjacent and communicating ward. The 
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gravity of the patient’s condition necessitated his removal to a special 
isolation ward, where he remained for three weeks, with an extremely 
high and irregular temperature. His erysipelas recurred—or rather 
relapsed—on four occasions; but no fresh pemphigus blebs appeared 
after the first manifestation of the erysipelas and, despite the apparently 
desperate condition of the patient, the erosions produced by the rupture 
of blebs both on skin and mucous membrane all healed rapidly and 
kindly. The whole of his hair fell off, leaving him totally bald. On 
February 26 he suddenly expressed himself as feeling quite well, and 
consumed an enormous mid-day meal. On March 1 his temperature 
abruptly fell from 103° F. in the morning to 98° F. in the evening. 
It remained persistently subnormal till his discharge from hospital on 
March 26, except on March 11, when it rose to 101° F. at mid-day; 
and it was on this date that the abortive vegetative lesions, still 
present in the left axilla, appeared as flaccid blebs. The erysipelas 
was treated throughout its course by large doses of quinine and by 
external applications of ichthyol. 

(Post scnptuni, June 11; The patient was seen by me to-day and is 
still apparently quite well, his axilla now being free from disease. His 
hair has grown in natural luxuriance. Despite these favourable signs, 
I opposed his earnest desire to rejoin his regiment, as I felt no assurance 
as to the permanence of his “ cure.” No vaccine has been used since 
he was exhibited on January 21.—J. J. P.) 


Case of Hallopeau's Pyodermite V6g6tante. 

By Douglas Heath, M.D. 

History : The patient, a well-developed and healthy-looking lad, 
aged 12, was taken ill with sore throat and ulcerated mouth early in 
January of the present year. His tongue and lips became badly affected, 
and the taking of food was painful. During the first week of February 
a pimple was noticed on the front of the chest, which soon broke 
and discharged pus and then rapidly grew in size. It became raised 
markedly above the skin level and a crust formed over it. This crust 
seemed to have separated after a time, leaving a brown stain. Several 
similar but smaller pustules appeared on the front and back of the 
chest during February, which dried up after the formation of small 
scabs. On March 5, 1916, he was admitted into the General Hospital, 
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Birmingham, under the care of Dr. Heath’s colleague, Dr. Sidney Short, 
who had very kindly permitted the exhibitor to see him frequently and 
also to show him before the Eoyal Society of Medicine. At this time 
both the upper and lower lips were covered by raised white epithelium 
the result of confluent bullse or vesicles, the margins of which were 
practically coterminous with the junctions of the skin and mucous 
membrane of the lips. The throat was injected and sore, but no bullae 
could be seen on it or on the inside of the cheeks. The tongue was 
slightly eroded on its lateral margins. No vesicles were present in the 
nares or on the conjunctivas. On the front of the chest was a pigmented 
patch of skin as large as a half-crown marking the situation of a large 
raised and scabbed area, which had disappeared without leaving any 
scar. The umbilicus' and the skin around it were completely covered 
by a sharply raised condylomatous mass of bluish-red colour, covering 
an area as large as a five-shilling piece. Around this central disk-like 
elevation were smaller “ vegetating ” tumours, some of them being 
covered by scabs or epithelial ddbris. The nearest and largest of these 
were coalescing with the central tumour mass. Outside these again 
was a wide ring of small vesicles and pustules, the outermost, spreading 
on to the healthy skin of the abdomen, being about the size of a large 
pin’s head. Eecent vesicles were nearly always clear, but they invari¬ 
ably became pustular in a short time. As they increased in size they 
grew into very small flat bullse and a faint pink areola developed around 
them. All stages of transition from the early vesicle to the vegetation 
were visible, and the raising of the floor of the vesicle into a little 
tumour could be seen to be an extremely early phase in the course of 
the development of the disease and to be too frequent to be only an 
accidental feature. On the back of the patient several similar areas 
of condylomatosis surrounded by rings of vesicles and pustules could 
be seen all running through similar stages. The legs, thighs, groins, 
axillse and genital regions were unaffected. 

The patient complained very little of itching or burning sensations 
in the skin, but the removal of the dressing caused, as might be 
expected, some pain. An examination of the blood by Dr. Agar gave 
a leucocytosis of 11,000, eosinophiles 4 per cent. The urine was 
faintly acid in reaction and gave a very faint haze of albumin; the 
specific gravity was 1020; the quantity of urine in twenty-four hours, 
48 oz.; urea 1'2 per cent. The bowels were regular, but there was a 
slight degree of constipation. A Wassermann test gave a negative 
result, and no growth took place in cultures from the blood. 
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Course of the Disease. 

From March 5 to May 20 the patient remained in the hospital, and 
in spite of fairly strong antiseptic treatment the areas of condylomatosis 
around the umbilicus and on the back had greatly enlarged. Fresh 
crops of vesicles and pustules had been constantly appearing at the 
spreading margins of the eruption, and these had enlarged, ruptured, 
and then developed vegetations on their bases, often under a small 
scab, but quite as often without. A similar rapidly spreading pustulo- 
vesicular rash had recently covered the whole of the left thumb, having 



Fig. 1. 

Hallopeau’s pyodermite veg^tante. Section of early clear vesicle (x 75) from 
the back, showing the formation of the vesicle in the outer third of the prickle 
cell layer. The cavity of the vesicle is filled with polymorphonuclear and a few 
detached epithelial cells. The corium shows marked congestion of the papillary 
vessels immediately underneath the vesicle, and (under a higher power) poly¬ 
morphs can be seen in abundance below and between the epithelial cells of the 
floor of the vesicle. 


started as a pustule under the nail-plate three weeks ago. On the ring- 
finger of the left hand, half an inch above the nail-fold, a few vesicles 
had also appeared, and on the middle finger of the right hand a pustule 
could be seen (May 15) in the centre of the nail-fold. On the back of 
thej^right arm a raised dry and scabbed area 1 in. long and J in. wide 
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seemed to be shrinking and no vesicles could be seen around it. The 
front of the abdomen was now (May 18) for the most part covered by 
one large and continuous area of condylomatosis, which only showed 
signs of moisture at its margins. Similar large “ vegetating ” areas 
extended over nearly the whole of the back. These large condylo- 
matous masses were quite firm and dry and showed no excoriated areas 
or purulent points, even where they were exposed to friction, as on 
the back. In spite of the very extensive skin disease the patient’s 
temperature had remained normal and he invariably said that he felt 
perfectly well. 



Fio. 2. 

Hallopoau’s pyodermite vcgetante. Section from a horny vegetation two 
or three weeks old. The section shows a marked irregular acanthosis and 
numerous “ dry abscesses ** in the prickle cell layer. 


An examination of the blood on May 15 gave a leucocytosis 
of 23,400. The eosinophiles were present to the extent of 27'4 per 
cent, of the white cells, neutrophile polymorphonuclears 44'2 per cent., 
mononuclears 28'4 per cent. (Dr. Logie). Fluid from small pustules 
contained large numbers of eosinophile and polymorphonuclear leuco¬ 
cytes. Cultures from pustules gave Staphylococcus aureus and a 
diphtheroid bacillus of the Hoffmann type. A very early vesicle of the 
size of a small pin’s head, with clear contents, was excised from the 
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back and examined microscopically. From the section it could be seen 
that the vesicle had started in the outer third of the prickle cell layer, 
unaffected cells of which layer formed the floor of the vesicle cavity. 
The roof of the vesicle seemed to consist chiefly of the horny layer, 
which in this region of the back was naturally very thin. The cavity 
of the vesicle contained numerous polymorphonuclear cells. The lower 
two-thirds of the prickle cell layer underlying the vesicle stained 
normally and showed no oedema of the cells or intracellular oedema. 
The corium, however, directly underneath, was very oedematous, and 
the collagen fibres were widely separated. A moderate exudation of 
wandering cells could be seen in the region of the papillary body. 

A portion of one of the large vegetating masses from the back was 
kindly examined by the Hospital Pathologist, Dr. Logie. He reported : 
“ The specimen shows a proliferation of the epidermis over a granulo¬ 
matous condition of the corium. Mitotic figures occur in the deep layer 
of the epidermis. The prickle cells are somewhat separated and the 
‘ prickles ’ well seen, and there is a good deal of downgrowth of 
epithelium. Both in the epidermis and in the corium small abscesses 
occur with numerous polymorphonuclear cells and detached tissue 
elements (squamous cells, &c.). The corium shows patches of infiltra¬ 
tion with plasma cells, lymphocytes and proliferated fibroblasts, and 
endothelial cells, and the lymphatics are dilated.” Dr. Logie was struck 
by the fact that the histological appearances of the section closely 
resembled those seen in blastomycosis, but he was unable to find any 
yeast cells. 

Eemarks. 

The case above described seemed to belong to the class of pemphigus 
vegetans or dermatitis vegetans, although it more closely resembled in 
its early stages dermatitis herpetiformis than pemphigus. Similar cases 
had been described by Hallopeau, Hartzell, Jamieson, Fordyce, W. A. 
Pusey, and others. Hallopeau called the affection pyodermite vegetante, 
and considered it was really a form of pemphigus vegetans. It seemed 
to be generally regarded as a mild form of that affection, whilst a few 
regarded it as more related to dermatitis herpetiformis. It was of 
course well known that cases of the latter affection might now and then 
show a vegetating tendency as might many skin diseases, but it was as 
a rule more an accidental complication than a regular feature of the 
disease. In the case he had described, a condylomatosis of the base of the 
pustule seemed to be the rule rather than the exception, and he thought 
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it could fairly be regarded as a characteristic feature of the disease. 
Secondary infection with pus cocci was generally supposed to be the 
cause of this vegetating tendency in cases such as he had described and 
in similar cases. He did not personally think there was any satisfactory 
evidence to support this view. He had seen severely suppurating 
dermatitis herpetiformis and pemphigus without any condylomatosis, 
and the failure of local antiseptic treatment—even allowing for the 
thick resistant epithelium—was, he thought, against the view that 
secondary pus infection kept up the disease. 



Fig. 3. 

Hallopeau’s pyodermite vegetante (? dermatitis herpetiformis vegetans or 
pemphigus vegetans). Sections from vegetations of same age, showing great 
thickening of prickle cell layer; abscesses in superficial and deep parts of the 
epidermis ; very dilated lymph spaces in corium. 


Treatment: In spite of local treatment with weak sulphur oint¬ 
ment, perchloride of mercury and peroxide of hydrogen, the disease had 
rapidly progressed. Increasing doses of arsenic given internally had 
failed to check the spread of the vesicles and it had been discontinued 
for the past fortnight. Pil. saponis co., 5 gr., had been given for the past 
week and seemed to be slowly checking the disease, although it was as 
yet too early to be certain of this. 
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Case of Dermatitis Herpetiformis. 

By J. M. H. MacLeod, M.D. 

The patient was a man, aged 68, who had suffered from the erup¬ 
tion for two years. The early history of it was typical of dermatitis 
herpetiformis, the lesions consisting of itchy papulo-vesicles tending to 
be grouped in clusters and associated with intense pruritus. At the 
time of exhibition the skin of the trunk and limbs was covered with 
small white scars, excoriations, and an increase of pigmentation. The 
lesions were most marked about the buttocks and upper parts of the 
thighs, the scars being the result of papules having been dug out by 
the finger-nails to relieve the intense irritation. 


Case for Diagnosis. ? Hydroa Gestationis. 

By J. M. H. MacLeod, M.D. 

The patient was a woman, aged 42, of a highly nervous disposition, 
with a bullous eruption affecting the arms, hands, legs, and mouth. 
The bullae were flaccid and varied in size from a split pea to a filbert 
nut, and developed on apparently healthy skin. The original lesion had 
been a reddish patch which had appeared on the umbilicus during a 
pregnancy, the bullous eruption having developed soon after the child 
was born. This happened seven years ago. The eruption disappeared 
after being present for several months, but returned a year ago and 
had persisted ever since. There had never been much itching. An 
examination of the blood on May 3, at which time a few new lesions 
were appearing, showed 4 per cent, of eosinophiles. There was no 
marked tendency to grouping, and the involvement of the mouth and 
absence of itching pointed rather to chronic pemphigus or erythema 
bullosum than to dermatitis herpetiformis. 
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Case of Recurrent Bullous Eruption of the Hands and Feet 

(Acropompholy x). 

By George Fernet, M.D. 

The patient was a woman, aged 49, who had had a recurrent 
bullous eruption of the hands and feet for twenty-nine years. She 
was first seen by the exhibitor at the West London Hospital in June, 
1913, who referred her to the dental surgeon for oral sepsis and bad 
teeth. She had been attending at the hospital previously, and she 
had been given mist. hyd. biniod., and had been treated locally. The 
exhibitor ordered liq. arsenicalis, 4 minims, ad. 1 oz. t.d., p.c. The 
patient steadily improved, the recurrences becoming milder and milder, 
and less frequent. On March 23, 1914, she attended again, stating 
she had had no bullae for three months. She kept well until February, 
1915, when she had one or two small bullae on the right sole. On 
May 11, 1915, there was a recurrence on the left sole, but the hands 
had remained free from the trouble. There was no reason to look 
upon the case as having anything to do with syphilis, though that was 
apparently the impression before the patient came under the exhibitor’s 
observation, and would account for the fact that mist, hydrarg. biniod. 
had been ordered before she was put on the mist, arsenicalis, which 
certainly had a controlling effect. Etiologically, the oral sepsis had, no 
doubt, a good deal to answer for. 

Case of Pompholyx. 

By David Walsh, M.D. 

The patient, a female, aged 48, unmarried, a seamstress, had suffered 
for seven or eight years on and off with a bullous eruption of the hands. 
The attacks usually began in spring. On one occasion she had a few 
bullse on her feet, and the patient said she had “ water-blisters ” on her 
ears some years before the hands were attacked. The blisters did not 
rupture spontaneously, but dried up. They appeared on the palms, 
backs of the hands and wrists, and on all parts of the fingers; the nails 
were not shed. Sometimes there was a good deal of irritation. While 
under observation during the present attack the left hand became septic 
and was much swollen. Becent bullae were found to be sterile when 
tested on ordinary laboratory media. 
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Three Cases of Dermatitis Herpetiformis. 

By W. Knowsley Sibley, M.D. 

Case I. —S. L., a stout widow, aged 59, tailoress by occupation. 
The lesions commenced in July, 1914, and first appeared about fourteen 
days after a shock from the loss of her husband who was killed in an 
accident. The condition was preceded by a great irritation and burning 
of the skin, after which bullae appeared first on the forearms and then 
on the legs, and after a time extended more or less over the whole 
body. At one period they were very troublesome in the mouth. On 
January 26, 1915, Staphylococcus aureus was isolated in pure culture 
from a recent bulla. An autogenous vaccine was prepared and injec¬ 
tions given at weekly intervals, commencing at 100 millions, up to 800 
millions, after which the bullae ceased to appear, and the patient had 
remained well ever since. 

Case II. —G. E., a frail little girl, aged 9, whose parents were living 
and well; she had five brothers and sisters who were all healthy. The 
eruption commenced in August, 1914, and was stated to have begun 
as a herpes on the lips. Shortly afterwards small bullous lesions 
appeared grouped on various regions of the body. At first the skin 
was very irritable and uncomfortable ; after a few months the cutaneous 
symptoms subsided. A considerable increase of pigment was present 
in most of the scars from old lesions. She had been a patient in a 
general hospital for a period of six months, during which time she had 
suffered from perpetually recurring vesicles and small bullae on most 
of the cutaneous surfaces. Many of the lesions, especially about the 
face, were tending to become pustular and leave a dry, scab-like impetigo, 
but they were little if at all influenced by applications of mercurial 
ointment. Some six weeks ago the Staphylococcus albus was isolated 
from a recent bulla, and an autogenous vaccine prepared. She had 
now had five injections at weekly intervals, commencing at 100 millions 
increased up to 500 millions. The patient was apparently improving. 
Keport of blood examination. May 20, 1915 : Eed blood cells, 4,320,000 
per cubic millimetre; white blood cells, 5,100 per cubic millimetre. 
Differential leucocyte count: (1) Polymorphonuclear cells, 65 per cent.; 
(2) lymphocytes, small, 25 per cent.; (3) lymphocytes, large, 4'5 per 
cent. ; (4) eosinophiles, 4'5 per cent.; (5) basophiles, 1 per cent. 
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Case III.—A. E., a fairly well nourished little girl, aged, 12, both 
of whose parents were living and well. The patient was the seventh 
child in a family of nine, all of whom were living and well. The 
lesions commenced on the forearms some eighteen months ago, and 
the patient had never been free from vesicles or blebs on some part of 
the body ever since. The face, chest and back, palms and soles were 
the only parts which had not been affected at some time or another, 
nor had lesions been present in the mouth. At the present time the 
lesions were most extensive over the dorsa of the feet, which were 
covered with vesicles and blebs, many of which were ruptured and had 
made walking most painful. There was also an extensiv'e outbreak 
about the external genitalia. Pigmented scars were scattered about in 
other regions, especially on the arms, legs and thighs. At one time 
there was considerable skin irritation, but this had been less of late, 
and the general health had not been much affected. 


Case of Dermatitis Herpetiformis. 

By E. G. Graham Little, M.D. 

The patient, an elderly lady, sent to the exhibitor by his colleague 
Sir Anderson Critchett, in November last, when she said she had had 
the eruption for a week. At that time there was a very extensive 
bullous and pustular rash, almost varioliform in aspect, with charac¬ 
teristic herpetiform grouping of lesions and intensely itchy and 
inflamed. She had never previously had any similar eruption. She 
was treated in the usual manner by rest in bed and increasing doses 
of arsenic and made a satisfactory improvement, but had never been 
absolutely free from fresh crops of vesicles since November. Latterly 
the eruption had been papular and urticarial rather than vesicular, and 
there were large patches of highly inflamed reddened skin. Intense 
itching had all along been a prominent feature, but otherwise the 
general health had suffered but little, and for her age, which was 60, 
she was a reasonably healthy woman. The case illustrated an 
interesting character of the disease—the mutation in type of the 
eruption during a comparatively short period of observation. 
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Case of Dermatitis Herpetiformis in a Boy, aged 8. 

By E. G. Gbaham Little, M.D. 

The patient had been previously exhibited to the Section ^ and was 
recorded in the April issue of the British Journal of Dermatology. 
Since that date he had been given 3-minim doses of liq. arsen. three 
times a day, and the eruption had faded away rapidly and there had 
been no recurrence. But some three weeks after the treatment by 
arsenic had been instituted there had appeared in the position of the 
sixth dorsal segment on the left side a small patch of typical herpes 
zoster, in the middle of the half-girdle axis. The appearance of this 
patch when there was complete quiescence of the vesicular eruption of 
dermatitis herpetiformis, the restricted distribution, and absence of itch¬ 
ing in the patch, offered means of distinguishing the vesicles of zoster 
from the earlier disease. This eruption might be ascribed to the 
administration of arsenic, but there had been cases of zoster following 
dermatitis herpetiformis which could not be put down to the influence 
of arsenic, so that one could not decide which cause was operative here. 


Case of Chronic Septic Papilloma which had originated 
apparently in a Bullous Eruption. 

By E. G. Gbaham Little, M.D. 

The patient was a soldier who gave the following history: Six 
months ago he was cleaning down a horse, when the animal swerved 
heavily against the man’s leg, which was covered with the trouser at the 
time. The part began to itch an hour afterwards and by night-time was 
reddened. Blisters formed on it within the subsequent five days, and 
he broke these from time to time, fluid being emitted. Warty masses 
began to show on the site of the injury, and at the present time there 
was a very extraordinary eruption of partly discrete papillomatous 
masses with a raised, fleshy red base covered by a dense filiform warty 
growth, the whole part so affected occupying the lower third of the 


* Proceedings^ p. 131. 



Dermatological Section 


167 


anterior surface of the left leg over an area about 3 in. by 2 in. in size. 
There was no evidence or history of venereal disease. It was proposed 
to excise the whole mass, and a report on the histology of the growth 
would be furnished later. 

Dr. Gbaham Little also exhibited a microscopical section of a 
portion of skin taken from the hairy part of the axilla of Mrs. B., 
a private patient shown at the April meeting of the Section, with the 
diagnosis “ Folliculitis decalvans et atrophicans.” ^ The possibility of 
the affection of the axillae, as distinguished from that of the scalp, being 
due to an early stage of Darier’s disease was suggested at the meeting. 
This suggestion did not receive support from the histological appear¬ 
ances : there were no “ corps ronds.” The clinical aspect of atrophy of 
the hair was confirmed by the absence of hair-shafts in the section. 
Follicular and perifollicular keratosis was present. 


Case of Dermatitis Herpetiformis. 

By J. H. Sequeira, M.D. 

I 

D. M., A TAILOBESS, aged 20, had suffered from recurrent attacks of 
dermatitis herpetiformis during the past two years. The eruption had 
chiefly occurred on the ankles and dorsum of the foot and adjacent 
parts of the legs, and on the forehead. The forearms had also been 
affected. The lesions consisted of erythematous patches, vesicles and 
small blebs, usually in groups. The patient complained of intense 
itching, especially before the vesicles actually appeared on the surface. 
The general health was usually good. There had been symptoms of 
dyspepsia and there were several carious teeth, which had been removed. 
On two occasions the blood count showed no increase of eosinophile 
cells—polynuclear neutrophiles 52, eosinophiles 1, small lymphocytes 22, 
large lymphocytes 22, large hyaline cells 3 per cent. The cellular 
contents of an apparently clear vesicle showed polymorphonuclear 
neutrophiles and eosinophiles, the former predominating. 


Proceedings, p. 139. 
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Case of Recurrent Eruption on Buttocks and Thighs. 

By S. E. Dore, M.D. 

The patient was a boy, aged 9, who had suffered from a recurrent 
eruption on the buttocks and posterior and lateral aspects of the thighs 
for the past four and a half years. The lesions consisted for the most 
part of scaly erythematous patches, some of which were excoriated 
or covered with crusts. Occasionally a blister had been noticed by 
the mother. There was no herpetiform grouping and itching was 
not complained of. The eruption was said to come out in crops and 
to be more severe in the spring of the year. The patches were followed 
by pigmented stains but there was no scar formation. The glands in the 
groins were markedly enlarged. There were no lesions in any other 
part of the body. The boy was weakly and neurotic and had suffered 
from nocturnal enuresis for twelve months, but his mother thought this 
had nothing to do with the causation of the eruption, which had been 
present for a comparatively short time and was not made worse 
thereby. 


Case of Pemphigus in a Child. 

By E. E. SCHOLEFIELD, M.B. 

Patient, a child, aged 9 months. The trunk and limbs were 
covered with small tense bullae, which had come out in crops since the 
child was a few weeks old. The child was otherwise in good health. 
The bullae appeared on healthy skin with very little surrounding 
inflammation. 


Case of Spurious Erythromelalgia. 

Remarks on Non-syphilitic Arteritis Obliterans in Jews. 

By F. Pabkes Weber, M.D. 

The patient, S. M., aged 38, a Jewish tailor in London, was a 
well-nourished man, of medium size and weight, who said that his 
present trouble commenced three years ago, and that otherwise 
(excepting for haemorrhoids, which had been removed by operation 
five years ago) he had enjoyed good health. When only 1 year old 
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he had been brought by his parents from Prague (Bohemia) to London, 
and had remained in England since then. He denied ever having had 
any kind of venereal disease and his blood serum (April, 1915) gave a 
negative Wassermann reaction for syphilis. He had always been very 
moderate in regard to alcohol. In regard to tobacco he stated that he 
had been in the habit of smoking cigarettes, on the average eight or 
nine daily. 

His present trouble, which, as mentioned above, commenced three 
years ago, was at first confined to the left lower extremity. The left 
foot was evidently then affected in a similar way to that in which the 
right foot was now affected. The distal portion of the foot was red or 
cyanosed and he suffered from a kind of “ intermittent claudication ” 
on walking. That is to say, he had to stop walking every five minutes 
or so on account of pain in the sole of the foot, which, however, rapidly 
passed off on resting for a few moments. About two years later the 
symptoms improved in the left foot, in fact they seemed to disappear, 
but similar symptoms developed in the right foot, and these had 
persisted since then. He could not walk more than about five minutes 
without inducing a pain in the sole of the right foot, which obliged him 
temporarily to stop walking till the pain went off, which it very quickly 
did. In neither lower extremity had he, however, experienced the 
cramp-like pains in the calf-muscles, generally described in cases of 
“ intermittent claudication.” Objectively at the present time the toes 
of the right foot appeared red or bluish-red (cyanosed). The exact 
colour varied according to position, surrounding temperature, &c., but 
the colour did not fade, as it did in some cases, if the patient repeatedly 
flexed and extended his ankle-joint. That phenomenon which by 
Erb had been termed “ Oehler’s sign,” was apparently not very rarely 
found missing. Kecently an ingrowing toe-nail had had to be removed, 
on account of painful ulceration, from the right great toe, but this 
slight operative interference, in spite of the ischsemic circulatory 
condition, had not been attended by any untoward result. The left 
foot was at present of natural colour, but in neither foot had any 
pulsation been felt in the arteria dorsalis pedis or in the other pedal 
arteries. Normal pulsation could be felt on both sides in the femoral 
artery at the groin. Bbntgen-ray examination (Dr. J. Metcalfe, May, 
1915) showed nothing abnormal in the phalangeal or metatarsal bones 
of either foot. No wasting could be detected in either lower extremity. 
The knee-jerks were brisk, but the plantar reflexes could not be obtained. 
There was no anaesthesia. There was. nothing abnormal in regard to 
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the radial pulse on either side. The brachial systolic blood-pressure was 
120 mm. Hg. There was no evidence of any disease in the mouth, 
in the thoracic or abdominal viscera, or in the central nervous system. 

The recent general treatment had included rest in bed, ordinary 
diet, and the internal use of iodipin. The local treatment of the right 
leg had consisted in the employment on alternate days of a hot-air 
bath and of diminution of the atmospheric pressure. For the latter 
purpose the lower limb up to the knee was fastened into a glass box, 
connected with an air pump for sucking out the air, such as was some¬ 
times used for Bier’s passive hypersemia methods of treatment. Unfor¬ 
tunately very little improvement had as yet been obtained since the 
commencement of the treatment in April, 1915. Aspirin was useful, 
as it diminished the pains, which occasionally were bad enough to 
prevent sleep at night. Such more or less continuous pains, which 
often caused sleeplessness and so gradually wore the patients out, had 
to be distinguished from the above-mentioned pains of the “ intermittent 
claudication type.” 

Remaeks. 

Dr. Weber regarded the case as a typical example of the kind of 
non-syphilitic arteritis obliterans (the ” thrombo-angiitis obliterans ” of 
Leo Buerger), of which he had previously repeatedly demonstrated 
examples at the Royal Society of Medicine (chiefly at the Clinical 
Section). The affection occurred almost exclusively amongst adult 
Jewish males, of young or early middle age, especially those from the 
eastern portions of Central Europe ; a point to be noted in the present 
case was that the patient was only 1 year old when he migrated to 
England. The affection was not absolutely limited to the poorer 
classes; Dr. Weber had met with one case, and knew of another in 
which the patient was in very good financial circumstances. In nearly 
every case there was a history of habitual cigarette sinoking and in 
some cases the patients, owing to being employed in cigarette factories, 
had been able to smoke large numbers of cigarettes daily without 
paying for them. In one or two instances in which the favourite 
cigarettes patronised by the patients had been chemically examined, 
nothing special had been discovered about them, and it was extremely 
improbable that the cigarette smoking was more than a contributory 
factor in inducing the disease. The essential cause of the disease still 
remained unknown. In the typical cases met with in London evidence 
(by the history, Wassermann reaction, &c.) of acquired or inherited 
syphilis was remarkable for its almost invariable absence. The blood- 
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pressure was seldom high, and there were seldom signs of general 
arterio-sclerosis or of chronic interstitial nephritis. Usually one of the 
lower extremities was the site of the first symptoms, but the other 
lower limb was often attacked later on, and occasionally one or both 
upper extremities or other part of the body became involved. 

The affection progressed by periods of exacerbation, alternating 
with long periods of intermission. Surgical interference (amputations, 
which should not be performed too high up), when it became necessary, 
was chiefly called for owing to intolerable pain and insomnia during 
exacerbations associated with ischaemic ulceration, or owing to the 
occurrence of acute septic complications. Amputation seemed, 
according to Leo Buerger’s publications on the subject, to have been 
much more frequently resorted to amongst the sufferers at the Mount 
Sinai Hospital at New York than amongst those in London. In regard 
to the avoidance of amputation, much depended on whether the patient 
had sufficient patience and powers of endurance to carry him over the 
periods of painful exacerbation of the disease. The affection was some¬ 
times complicated by attacks of phlebitis and venous thrombosis, but 
these were generally re6overed from without the patient’s condition 
having been obviously rendered (permanently) worse. 

“ Intermittent claudication,” when it occurred in one or both lower 
extremities, was generally described as a cramp-like pain in the muscles 
of the calf or in the small muscles of the foot, induced by walking, but 
rapidly recovered from on resting, and then recurring at more or less 
regular intervals, if after resting the patient tried to walk again. 
This term, ‘‘ intermittent claudication,” should not be regarded as 
synonymous with the disease under consideration; it was only a 
symptom of the disease, and likewise occasionally occurred as an 
important symptom in other diseases, such as syphilitic arteritis, and 
in conditions resulting from traumatism of arteries. Moreover, it 
played no part in the symptomatology of very bad cases—i.e., when 
the patients were absolutely unable to get about at all. 

The term “erythromelalgia,” originally introduced by Weir Mitchell, 
had been employed for various conditions of vascular or nervous or 
trophoneurotic origin, including even some cases with cyanosis and 
swelling of extremities of only functional origin. Etymologically it 
was well adapted to be applied to the class of cases under consideration, 
meaning as it did a painful condition of an extremity associated with 
redness (or cyanosis). But the cases under consideration were almost 
certainly not of the kind to which the term “ erythromelalgia ” had 
been originally applied, 
ju—4 
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In regard to diagnosis, conditions of one or both lower extremities 
resulting from arterial obstruction of other kinds (especially syphilitic 
cases) were those most likely to be confused. Cases of Baynaud’s 
syndrome and of sclerodactylia could seldom lead to such a mistake, 
though sclerodactylia of one or both feet did of course occasionally 
occur in adult Jewish males, of young or early middle age, and in some 
of those cases pulsation could not be felt in any of the pedal arteries.' 


Case of Madura Foot. 

By H. C. Semon, M.D. 

This case was demonstrated by kind permission of Lieut.-Colonel 
F. F. Perry, I.M.S., C.O., Lady Hardinge Hospital, Brockenhurst, 
with cultures and microscopic sections of the diseased tissues, and 
presented the following salient features: The patient was a sepoy, 
aged 26, and was born near Kai Bareli, in the North-West Provinces 
of India, where “ mycetoma pedis ” was not ‘so common as it was in 
Southern India and Madras. In January of the current year a heavv 
ammunition box fell on his right foot, but he did not report himself 
as suffering from the subsequent swelling for about six weeks. At 
the Base Hospital in Boulogne amputation was suggested, but patient 
refused it, and was sent to the above hospital for further observa¬ 
tion and treatment. There was very little doubt, of course, that the 
disease was contracted in India before patient left for the Front in 
October last, and that the accidental injury on which he laid so much 
stress was merely coincident with its primary clinical manifestation. 
The swelling did not seem ever to have completely subsided, and about 
two months after the injury he began to be troubled with itching, 
and then a clear discharge developed. It had continued on and off 
ever since. There has been little or no pain, and no temperature 
throughout. The Wassermann reaction was negative, and there was 
no abnormality of the genito-urinary’ or other systems. 

The diseased foot presented, briefly, the following points: There 
was an extensive area of darkened skin over the dorsal and tibial 
aspects of the swollen right foot, situated in which were soft pro¬ 
tuberant masses of dusky purple granulations. These exuded clear 

‘ See F. P. Weber, “ Two Cases of Sclerodactylia,” Brit. Journ. Derm Lend 1915 xxvii 
p. 113. 
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tiuid, and sometimes pus, from sinuses which had not yet been proved 
to extend as deep as the tarsus. In the discharge were present almost 
invariably the minute black granules which both microscopically and 
cultm-ally conformed to a generic type of fungus known as mycetoma, 
of which Castellani described no fewer than fifteen distinct pathogenic 
varieties in his text-book of tropical medicine. On the tibial and 
plantar aspects there were a few small dark points which occasionally 
broke down and discharged the same kind of fluid. There was a 



The exuberant granulation tissue is well shown. The melanoid discoloration of 
the skin on the dorsum is not photographically obvious owing to the natural pig¬ 
ment. The mouths of the sinuses are concealed in the clefts between the tumours, 
which have not developed sufficiently to obliterate the longitudinaFarch. 


progressive tendency for the arch of the foot to become obliterated, 
and there was increasing difficulty in walking. 

No radical treatment of any kind had yet been attempted, and the 
literature recorded but few cases, and these only of a special variety, 
that had yielded to curetting, even in the very early stages. The cases 
had almost invariably succumbed to secondary septic infection after 
some years if not treated by amputation in good time. 
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DISCUSSION ON THE PEMPHIGOID ERUPTIONS. 

Opened by J. M. H. MacLeod, M.D. 

I AM deeply sensible of the honour which you have conferred upon 
me by inviting me to open the discussion on the pemphigoid eruptions, 
but at the same time I feel that it is rather through the inexorable 
progress of time than from any special aptitude that this task has fallen 
to my lot, and would fain it had been entrusted to someone more capable 
than myself of doing it justice. 

The name “ Pemphigoids,” as far as I can ascertain, was introduced 
into dermatological literature by Besnier, and was made familiar in this 
country by Colcott Fox, who employed it as a synonym for dermatitis 
herpetiformis in his exhaustive article in Allbutt and Eolleston’s 
” System of Medicine,” 1911, ix, p. 455. The term was meant to 
signify that group of eruptions which Tilbury Fox included under the 
heading of ” Hydroa ” in the posthumous paper published by Colcott 
Fox in 1880 in the American Archives of Dermatology, and which 
Duhring re-christened “ Dermatitis herpetiformis ” in 1884, and Brocq 
named “ Dermatite polymorphe douloureuse ” in 1888. 

The term ” Pemphigoids ” is a somewhat unfortunate one, as it 
simply signifies an eruption characterised at some phase of period in 
its course by bullse and having a resemblance to chronic pemphigus. 
Consequently it has been used in a loose sense by different veriters to 
include a number of bullous eruptions, such as chronic pemphigus, 
acute pemphigus, dermatitis herpetiformis, pemphigus vegetans, ery¬ 
thema bullosum, and pemphigus neonatorum. Here, however, I propose 
to follow Besnier and Colcott Fox, and to restrict the use of the term 
to the dermatitis herpetiformis group, excluding from it cases of 
pemphigus neonatorum and pemphigus acutus, which are septic infec¬ 
tions due to the local inoculation of certain micro-organisms—most 
probably a streptococcus in the case of the former, and a diplococcus of 
the type described by Demme and Dahnhardt in the case of the latter. 

Eruptions of the dermatitis herpetiformis type have been described 
in the past under a great variety of names. Of these the most 
important are pemphigus pruriginosus (Hebra), indicating especially the 
subjective symptoms associated with the disease; pemphigus circinatus 
from a special phase of the eruption; herpes pemphigoides from the 
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herpetiform grouping of the lesions; and herpes gestationis, herpes 
gravidarum, and hydroa gestationis, from its not infrequent occurrence 
in relation to pregnancy. 

The history of the isolation of this group by Tilbury Fox, Colcott 
Fox, Duhring, Brocq, and others, is so well known and has been 
described in such detail that it would be out of place to labour it here, 
and I will pass on to a consideration of the characteristic features of 
the eruptions which may be included under the heading of pemphigoids 
in its restricted sense, and to consider the relation of the group to other 
form of bullous dermatitis. 

Before discussing those matters I would remind you that in 1898 
a debate was held on this subject at a special meeting of the Dermato¬ 
logical Society of London, and introduced by Dr. Allan Jamieson, of 
Edinburgh. This was the first of the series of debates on subjects of 
special dermatological interest which formed such an important part 
of the work accomplished by that Society. On reading the report of 
the introductory remarks and the subsequent discussion I have been 
greatly struck by the small advance which has been made in our know¬ 
ledge of the pemphigoids since that date, for, unless in some minor 
details, what was said then practically represents the position to-day. 

My experience of the pemphigoid group of eruptions is comparatively 
limited, as I have had in all only twenty-five cases, of which seventeen 
were in hospital and eight in private practice. To increase the field 
of my statistics, however, I have analysed all the cases of which there 
are records in the Skin Department of Charing Cross Hospital between 
1895 and 1906, when Dr. Galloway was in charge of the Department, 
and have also made a brief synopsis of the cases which have been 
exhibited at the Dermatological Society of London, the Dermatological 
Society of Great Britain and Ireland, and this Section of the Boyal 
Society of Medicine, up to the present date. In this way I have got 
more or less complete notes of over 100 cases, but, unfortunately, in 
a considerable number of them the descriptions are so scrappy as to be 
of little value. 

In collecting the hospital cases the rarity of the disease became 
evident, for out of about 12,000 cases of skin disease in the Charing 
Cross Hospital records between 1895 and 1914 there were only twenty- 
three cases—that is, 0'19 per cent.—while out of 11,179 cases at the 
Victoria Hospital for children during the last ten years, there were 
only three cases—that is, 0‘02 per cent.—and it is doubtful whether two 
of these should not have been labelled chronic pemphigus. 



Cases recorded in the ** British Journal of Dermatology,” 1869 to 1914, many of which wire ixbibjihd at the 
Dermatological Society of London, Dermatological Socieiy of Great Britain and Ireland, and Section cp Derma¬ 
tology OF THE Royal Society of Medicine. 
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form lesions; severe pruritus 






Cases at Charing Cross Hospital, between 1805 and 1914. Total Number of Cases of all Skin Diseases, 12,000. 
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186 MacLeod: Discussion on Pemphigoid Eruptions 

Chaeactebistics op the Pemphigoid Ebuptioks. 

There are three cardinal features which may be said to weld 
the different eruptions included under this heading sufficiently closely 
together to suggest that they are variants of a common morbid process, 
namely:— 

(1) Multiformity in the eruptions. 

(2) Herpetiform grouping. 

(3) Intense subjective symptoms. 

These cardinal features invariably occur at some period in the course 
of the affection and the absence of any one of them renders the 
diagnosis a matter of uncertainty 

Multiformity in the Eruptions. 

The multiformity in the pemphigoid eruptions is due to a number 
of causes, of which the most obvious are : (a) Variations in the type of 
initial lesion; (6) the occurrence of several types of lesion synchro¬ 
nously ; (c) variations in the type of lesion occurring in different 
attacks ; (d) differences in the stage of evolution of individual lesions; 
(c) endless differences in distribution and grouping. 

The types of initial lesions which may be met with are the familiar 
prurigo-like papules, papulo-vesicles, vesicles, bullae, and erythematous 
or urticarial patches. These patches may be level with the surface, or 
definitely raised, are sometimes covered with papules or vesicles grouped 
in a herpetiform fashion, or have a tendency to involute in the centre 
and give rise to circinate figures with rings of vesicles at the border, 
which may coalesce to form gyrate patterns. 

The vesicles vary in size from a pin’s head to a lentil, and may be 
acuminate, forming the apices of papules, or rounded, appearing on 
apparently healthy skin or developing on a red basis. Sooner or later 
in every case they are surrounded by an inflammatory halo from the 
growth of secondary micro-organisms in the contents. The vesicles 
may be isolated and irregularly distributed, but as a rule they are 
clustered in small groups of six or eight, or, more rarely, arranged in 
a circinate manner at the edge of an erythematous patch like herpes 
iris. They usually remain discrete, but occasionally may be closely 
aggregated to form multilocular bullae. The bull® vary in size froiu 
a lentil to a walnut but are generally about the size of a small bean; 
they may develop on apparently healthy skin, or on an inflammatory or 
urticarial base, and may be regular in outline and unilocular or irregular 
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and multilocular. As a rule they are tense, but occasionally they may 
be so flabby as to suggest epidermolysis bullosa, or the fluid contents 
may be slight and the dissociation of the epidermis considerable, giving 
rise to a desquamating appearance recalling a mild pemphigus foliaceus. 
In rare instances, possibly through the growth of secondary micro¬ 
organisms, vegetations may grow up from the basis of the bullas, 
especially in those situated about the angles of the mouth, anus, vulva, 
or groin, and cases of this nature have been described under the heading 
of a mild type of pemphigus vegetans from which recovery took place. 

The contents of the vesicles and bullse are at first clear and sterile, 
but soon become opaque and purulent from secondary infection with 
pyogenetic micro-organisms. The transition may be so rapid that the 
early clear phase may pass unobserved, and the lesion suggest a pustule 
d’embl^e. It is those cases in Which the vesicles become rapidly 
purulent which correspond most closely to the impetigo herpetiformis 
of Hebra and Kaposi. 

Sometimes one type of lesion predominates, sometimes another, but 
as a rule several phases are present simultaneously. In some cases one 
type of lesion may be preserved in successive attacks, in others the type 
most marked in one attack may be of minor importance or altogether 
absent in another. In a case recently under my observation the initial 
lesion was a bulla about the size of a filbert nut, situated on apparently 
healthy skin on the leg, which was followed some days later by groups 
of papulo-vesicles associated with marked itching. 

The most common types of lesions are pustules and vesicles which 
occur at some period in the course of almost every case, while in the 
cases which furnish my statistics bullse were present only in 37 per 
cent., erythematous patches in 26 per cent., and urticarial lesions in 
7 per cent. 

The multiformity of the clinical picture is liable to be increased 
by secondary complications resulting from rubbing, scratching, and 
the inoculation of pyogenetic micro-organisms. In this way lichenifi- 
cation, white cicatrices not unlike those met with in prurigo, eczema- 
tisation, or pustulation, may result. Pigmentation is also liable to 
follow the involution of the lesions and to vary in degree according 
to the intensity of the itching; in a certain number of cases the 
pigmentation has been determined or increased by taking arsenic. 

The affected skin, as a rule, shows neither factitious urticaria nor 
the vulnerability from excessive acantholysis met with in epidermylosis 
bullosa, in which the skin slides away on pressure—the so-called sign 
of Nikolsky. 

JU —5 
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Herpetiform Grouping. 

Grouping of the papules, vesicles, and bullse, in clusters similar 
to that in herpes zoster, is the second most constant feature and was 
present in almost all the cases in adults. It was absent, however, 
in a considerable number of the cases described as dermatitis herpeti¬ 
formis in children. The groups of lesions may appear on apparently 
healthy skin or may be arranged on an erythematous base w'hich is 
most usually formed by the coalescence of inflammatory haloes around 
individual papules or vesicles. 


Subjective Symp>toms. 

The intensity of the subjective symptoms which may precede or 
accompany the eruption is the third essential feature of the group. 
These symptoms vary in type and intensity and may consist of pricking, 
itching, burning, or actual neuralgic pain, and are generally of a 
markedly paroxysmal character. Sometimes the itching is so intense 
that the pain and discomfort of digging out the papules with the finger¬ 
nails is preferable to it. 


Less Constant Features. 

General Health. 

The state of the general health varies greatly in different cases. 
At first it is almost invariably well preserved, even when the skin is 
extensively involved, but in certain instances an attack has been ushered 
in by general symptoms, such as pains in the joints, malaise, headache, 
vomiting, &c., suggesting an invasion by some toxin. After the affection 
has been present for some time general symptoms of a secondary 
character usually supervene, as the result of the gradual wear and 
tear from the irritating subjective symptoms, and these, when continued 
over a long period, are liable to have a depressing influence on the 
patient, both mental and phj’sical, causing insomnia, establishing a 
neurotic habit, rendering him emotional and prostrate, and, in extreme 
cases, leading to insanity. General symptoms may also supervene as 
the result of septic absorption where the bullm are extensive and 
have become purulent. 
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As a rule the mucous membranes are not implicated in typical cases 
of dermatitis herpetiformis. There are exceptions, however, and out 
of the cases analysed the mucosa was involved in twenty-two cases. 
In ten of these the mouth was affected, especially the tongue and 
mucous membrane of the cheeks and lips, and in two the condition 
began in the mouth; in eleven cases the mucous membrane of the 
genitals was attacked, and in one case it commenced in the vulva; 
it has been known also to occur in the conjunctiva and to lead to 
essential shrinkage and blindness. In the mucous membranes it may 
take the form of erythematous macules, vesicles leading to superficial 
ulcerations, or even bullse. 

Condition of the Blood. 

Considerable attention has been paid to the state of the blood in 
this group of eruptions, chiefly owing to an increase in the coarse 
granular eosinophiles. Indeed, eosinophilia has been observed so 
frequently in the pemphigoids that its presence has been regarded by 
some as of diagnostic significance, and suggestive of the action of some 
toxin on the bone-marrow. This increase of eosinophiles has been 
noted not only in the blood but also in the contents of the bullse and 
vesicles, and occasionally in the cellular infiltration in the corium. 
The eosinophilia has been found to vary from time to time in individual 
cases, being greatest when the eruption is at its height, tending to 
diminish when the nerve irritation decreases, and disappearing between 
attacks. In certain instances a high percentage of eosinophiles has 
been recorded; for example, Eavogli recorded 44'3 per cent, in the 
blood; Bushnell and Williams 69 per cent, in the blood; Jamieson 
13 per cent, in the blood and 24 per cent, in the contents of a bulla, 
and Leredde and Perrin 30 to 95 per cent, in vesicles. 

But the eosinophilia is by no means as constant as has been 
supposed. In a case under my care it was only 4 per cent, in the 
blood at the height of an attack when the itching was considerable. 
In a careful examination of the blood by Engman and Davis, out of 
twenty-seven cases of dermatitis herpetiformis examined, only thirteen 
showed a definite increase of eosinophiles. These same observers noted 
that in eighteen out of twenty-six cases of dermatitis herpetiformis 
there was an increase of the large mononuclear leucocytes which, 
instead of being about 6 per cent., were increased up to 20 per cent. 
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In one case a lymphocytosis was described in the cerebrospinal fluid. 

It has been asserted that the serum which exudes from the blood¬ 
vessels in the pemphigoids has a cytolytic action, which assists in the 
formation of vesicles and bullae by causing a disintegration of the inter- 
epithelial fibrils of the prickle cells, but this, if present, must be com¬ 
paratively slight, or the average size of the bullae would be larger. 

Condition of the Urine. 

The only definite abnormality which has been recorded in the urine 
in a number of cases is the presence of indican; this was noted by 
Engman and Davis in fourteen out of twenty-six cases. It has usually 
been found to be coincident with outbreaks of the eruption, and its 
presence is suggestive of an auto-intoxication from putrefactive changes 
in the alimentary tract. 

Glycosuria and a diminution of nitrogen in the urine have also been 
described, but these may be coincidences. 

COUKSE. 

The course of the affection is invariably chronic, and it may last for 
years or indefinitely. It may be continuous, but is far more usually 
subject to periods of more or less complete remission lasting for weeks 
or months, followed by a recurrence, the tendency to recur being one of 
the most constant characteristics of the group, but one which it has in 
common with chronic pemphigus. 

Histo-pathology. 

There has been nothing new or significant added to the descriptions 
of the histo-pathology given by Elliott, Leredde and Perrin, Gilchrist, 
and others. The changes in the corium would appear to be primary, 
those in the epidermis secondary. In the epidermis the vesicles may 
form, as in eczema, in the epidermis itself, but more often are situated 
immediately beneath it, the whole of the epidermis forming a roof. The 
vesicles contain coagulated albumin, fibrin, debris of leucocytes, eosino- 
philes, and, if suppuration has taken place, polynuclear leucocytes. 
The prickle cells in the neighbourhood of the vesicles or bullte are 
usually oedematous, and may present a central space in which the 
nucleus lies. The interepithelial lymphatic spaces are dilated, and 
eosinophiles occasionally occur between the cells. 
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It is in the papillary and sub-papillary layers of the corium that the 
initial changes take place. These consist of a marked dilatation of the 
capillaries, with oedema of the surrounding fibrous tissue, rarefaction of 
the fibrous bundles of the collagen, a dense infiltration of cells, an 
exudation of serum, and an extravasation of lymphocytes, eosinophiles, 
and of polynuclears, if suppuration has taken place. The lymphatic 
spaces in the papillary and sub-papillary layers are also dilated. The 
exudation of fluid may be so rapid as to mask the initial period of 
congestion owing to the formation of vesicles or bullse. The condition 
has all the appearances of an acute inflammatory disturbance in the 
upper part of the corium, the result of some toxic irritant. 


.tEtiology. 

Age .—The affection may occur at any age; in the cases here 
analysed the extreme ages of onset were 11 weeks and 75 years. The 
most common age of incidence is between 20 and 40. It is a rare 
disease in children, as was shown by my statistics at the Victoria 
Hospital for Children, where it occurred in only 0‘02 per cent, of the 
cases. Although typical cases have been recorded in childhood, it is 
open to discussion whether most of them would not have been better 
described as pemphigus vulgaris, as in the majority there was a vesicular 
or bullous eruption, which was recurrent, but showed neither herpeti- 
form grouping, multiformity of the initial lesions, nor intensity of 
subjective symptoms. It is also probable that one or two of the cases 
classified as congenital dermatitis herpetiformis were in reality epider¬ 
molysis bullosa, while the description in others suggests vesicating 
urticaria or bullous erythema. 

Sex .—It would appear to be equally common in males and females, 
and in the collected cases there were fifty-seven males and fifty-one 
females. Meynet, who reported twenty-four cases in children, found 
that it was more common in males, in the proportion of seventeen to 
seven. 

General Health .—A low state of the general health does not appear 
to be a definite predisposing cause, though it has been suggested as 
such. In nearly all the cases the general health appears to have been 
up to the average, and only in two of them was there any mention of 
defective nutrition. 
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Determining Causes. 

Pregnancy .—Pregnancy is the most definite determining cause, and 
the cases which have been recorded under the heading of herpes 
gestationis, herpes gravidarum, and hydroa gestationis, belong to this 
category. It may occur as early as the third month of pregnancy, or 
may not appear till after delivery. It may develop with the first 
pregnancy, and either recur with each subsequent one or miss one or 
more, or it may first occur with a later pregnancy. As a rule, it does 
not interfere with the pregnancy or the health of the child, but occa¬ 
sionally it has been known to lead to premature birth and to cause 
death of the foetus. The severe early pustular type of herpes gesta¬ 
tionis probably corresponds to the cases described as impetigo herpeti¬ 
formis by Kaposi. 

Disordered Menstruation .—Several cases are on record in which it 
has occurred in association with, and appeared to result from, derange¬ 
ments of menstruation, and both exacerbations and recurrences have 
been known to take place at the menstrual periods. 

Nerve Influences .—It has been said that this type of eruption occurs 
most frequently in neurotic individuals, but this assertion has not been 
borne out in my cases, w^here a neurosis, if present, appeared to be the 
result and not the cause of the disease. There are instances on record, 
however, in which an attack has been preceded or aggravated by 
psychical disturbances, such as emotion, anxiety, worry, fear, anger, 
or severe mental shock, and it has been known to be associated with 
hystero-epileptic fits. 

Chills .—In four of the collected cases the onset of the attack was 
immediately preceded by a chill, which was blamed for causing the 
disease, but this may have been a coincidence. 

Vaccination. — Several cases have been reported in children as 
occurring after vaccination, and it has been suggested that the vaccina¬ 
tion caused the condition by liberating some toxin. It is possible that 
certain of those cases were really instances of erythema bullosum. 

Drugs .—In one or two instances an eruption of this type has 
followed the taking of some drug. For example, Mackenzie recorded a 
case in which an outbreak of dermatitis herpetiformis occurred in a man 
while taking arsenic for loss of the hair. 
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Pathogenesis. 

The exact nature and causation of dermatitis herpetiformis still 
remains unknown. There is no evidence that it is an acute infective 
process due to primary microbic infection, and the vesicles and bullae 
are at first sterile. It has been suggested that it is a paroxysmal 
neurosis, but this view has not met with much support. 

The most prevalent hypothesis is that it is an intoxication and 
caused by the circulation in the blood of some endogenous toxin. It 
has been suggested that this toxaemia is the result of renal inadequacy, 
and in two cases in which post mortems were obtained a renal sclerosis 
was described, but this may have been a coincidence. Examinations of 
the urine, moreover, have not supported this view, as in the cases in 
which it had been carefully estimated, except in the few instances in 
which indican was present, it neither contained abnormal constituents 
nor was deficient in quantity. In favour of the toxic theory is the 
occasional occurrence of general symptoms with the outbreak of the 
disease or with a recrudescence, and its setiological relationship with 
pregnancy and disordered menstruation, which may be explained on 
the ground of a toxaemia rather than a reflex neurosis. 

The exact manner of action of the hypothetical toxin is uncertain. 
It may circulate in the cutaneous blood-vessels and so produce the 
lesions in the skin directly, or it may act primarily on the nervous 
system and indirectly on the skin. 

Various arguments have been advanced in favour of indirect action 
through the nervous system. For example, it has been pointed out that 
vesicles and bullse may occur in connexion with pathological changes 
in the peripheral and central nervous system, both functional and 
organic, and that the eruptions might readily be explained as the 
result of the action of a toxin on the root ganglia. In support 
of this view also, attention has been drawn to the resemblance 
between certain cases of dermatitis herpetiformis and herpes zoster, 
and the similarity in the initial lesions, their grouping, and the 
character of the subjective symptoms accompanying them which may 
closely correspond in type. In this connexion a suggestive case recently 
came under my care in which dermatitis herpetiformis had been present 
in an adult male for several years, and while the eruption was still 
out an acute attack of herpes zoster affecting the seventh and eighth 
dorsal root areas was superimposed, apparently as the result of a chill. 
Galloway also recorded a case of herpes zoster following dermatitis 
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herpetiformis. In herpes zoster, however, except in cases where it is 
symptomatic of some central nervous disease, there is usually a definite 
inflammatory disturbance with its main seat of origin in the posterior 
root ganglia, in which changes of an inflammatory type with haemor¬ 
rhages can be detected, usually associated with degenerative changes 
in the posterior columns of the cord and the peripheral afferent nerves. 
In dermatitis herpetiformis, however, in the cases which have been 
examined post mortem no definite organic changes have been detected 
so far, either in the peripheral nerves, root ganglia, or spinal cord. But 
in answer to this it may be argued that the toxin may be capable of 
sufficiently irritating the root ganglia as to cause symptoms in the skin 
without giving rise to definite organic changes. 

In short, it seems most probable that the affection is due to some 
autogenous toxin, not necessarily of a specific nature, which may be 
called forth by a variety of influences and most probably acts indirectly 
on the skin through the nervous system. 

Diagnosis. 

The most important point in the diagnosis of dermatitis herpeti¬ 
formis is the question of its differentiation from chronic pemphigus and 
the decision as to whether they are distinct entities and not simply 
variants of a common morbid process. 

Before discussing this there are one or two minor questions bearing 
on the diagnosis which require consideration. Of these, the first is the 
relation of the pemphigoids to the impetigo herpetiformis of Hebra and 
Kaposi. I have never had the opportunity of seeing a case of impetigo 
herpetiformis, but the descriptions of the majority of the cases seem to 
suggest a pustular herpes gestationis, and as all stages of transition 
between typical grouped dermatitis herpetiformis and pustular circinate 
impetigo herpetiformis have been described, there does not seem to me 
to be any cogent reason for separating them. 

Another point of minor interest is that several writers included 
under the heading of dermatitis herpetiformis the hydroa sestivale of 
Crocker, or hydroa vacciniforme of Bazin. This is difficult to explain, 
as the differentiation of that affection from dermatitis herpetiformis 
presents no difficulty, for hydroa a'stivale tends to stop at puberty, 
chiefly affects the exposed parts, is largely due to local irritation from 
the actinic rays of the sun, occurs most frequently in the male sex, 
and the lesions are followed by scarring. Mild cases of dermatitis 
herpetiformis are also occasionally mistaken for eczema, and instances 
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are sometimes met with in which a firm diagnosis between the two 
presents considerable difficulty. In dermatitis herpetiformis, however, 
there is not the same tendency to weeping as in eczema. 

With regard to the differentiation of dermatitis herpetiformis from 
pemphigus chronicus there is much room for argument. It seems to 
me that in the present state of our knowledge it is advisable to consider 
them as distinct, though it must be conceded that cases do arise which 
are exceedingly difficult to place and may almost be regarded as transi¬ 
tional stages between the two. The differences between the two types 
of cases have been dealt with in detail by Colcott Fox and other writers, 
and I will refer now only to the most salient of them. 

In chronic pemphigus the eruption is uniform and the primary lesion 
a bleb, usually arising on apparently healthy skin, though occasionally an 
inflammatory halo may appear so quickly as to be almost synchronous 
with the exudation of the fluid; in dermatitis herpetiformis the eruption 
is essentially multiform. 

In dermatitis herpetiformis the bullae are rarely larger that a filbert 
nut; in chronic pemphigus they may be as large as the palm of the hand. 

In dermatitis herpetiformis the lesions tend to be grouped in a 
herpetiform manner or arranged in rings, or in gyrate patterns; in 
chronic pemphigus they are distributed irregularly. 

In dermatitis herpetiformis the mucous membranes are only 
involved in about 20 per cent, of the cases; in chronic pemphigus they 
are more commonly attacked. 

In dermatitis herpetiformis intense subjective symptoms usually 
accompany the eruption; in chronic pemphigus there are, as a rule, no 
subjective symptoms either preceding or accompanying the skin lesions, 
unless when the blisters get broken and leave a raw, painful surface. 

In dermatitis herpetiformis post-mortem examinations have so far 
revealed no definite and constant changes either in the internal organs 
or the nervous system; in chronic pemphigus various pathological 
changes have been described, such as degeneration of the peripheral 
nerves and spinal cord, and fatty degeneration of the liver and heart, 
which may be secondary. Eppinger recorded six cases of chronic 
pemphigus in which there were degenerative changes in the peripheral 
nerves and haemorrhages in the central nervous system; Mott has 
described degeneration in the peripheral nerves; and Jamieson and 
Welsh in a case of pemphigus vegetans found degenerative changes 
in the cells of the spinal cord in which they became vacuolated with 
a diminution of chromophile substance suggesting a toxic degeneration. 
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With regard to pemphigus vegetans, it would appear that certain 
of the mild cases reported under that heading were vegetating types 
of dermatitis herpetiformis, while the malignant cases belonged to 
a different category^their cause being still unknown. 

Tbeatment. 

It cannot be said that any great advance has been made in the 
treatment of the pemphigoid eruptions since the debate in 1898, nor 
has experience since then provided us with any specific remedy. At 
the present time the treatment cannot be claimed to be more than 
symptomatic, aiming at the relief of the irritation, paroxysmal pain, 
general depression, and insomnia. 

In the past arsenic has been largely employed for this affection and 
was once credited with having a definitely curative effect upon it, but 
further experience of its use has proved that, though occasionally it may 
have a controlling influence, it cannot be said to be curative. In most 
cases it is necessary that the limit of toleration be reached before any 
appreciable benefit is derived from the drug, and even then it may be 
ineffective, as in a case under my care, where symptoms of chronic 
arsenical poisoning were beginning to show themselves, in the form of 
pigmentation and diarrhoea, while new lesions kept appearing on the 
skin. It has been found also that in cases which respond to arsenic 
pushed to the limit of toleration, any reduction in the dose may cause 
a return of the eruption. In the cases where it is beneficial the arsenic 
would seem to act chiefly through its tonic effect on the nervous system, 
and it would appear to be specially useful in children. It has been 
employed principally in the form of Fowler’s solution, or as the liq. 
arsenici hydrochloricus. The aryl-arsenates — namely, atoxyl and 
arsacetin—have also been given a trial, but with doubtful benefit, 
and the treatment is not to be recommended on account of the pain 
of the injections. 

Salvarsan has been used and improvement, but not cure, recorded 
(liussell Wilkinson). 

Improvement has also been reported from the employment of thyroid, 
but the results from it have been uncertain. 

Other drugs which have been used occasionally with benefit in the 
relief of the irritation in extreme cases are antipyrin, phenacetin, 
quinine, salicin, opium, and hypodermic injections of morphia. 

Relief has also been claimed from lumbar puncture, but I have no 
personal experience of it in this connexion. 
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Where the eruption is profuse and the itching intolerable benefit 
may sometimes be derived from a vegetarian diet, which at the same 
time should be low, almost reaching the point of starvation. 

Locally the treatment is also purely symptomatic and consists of 
antipruritic or antiseptic local applications. I have got most benefit 
from soothing remedies, such as a cream containing small quantities of 
menthol, glycerine of lead, or from a zinc paste with or without the 
addition of tar. I have not found the relief from strong sulphur oint¬ 
ment which Duhring and others have claimed. 

Benefit has been reported in extensive cases from light baths. 
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The President said members would agree with him in thanking 
Dr. MacLeod for a most admirable paper, which was thoughtful, 
exhaustive, and very suggestive. He had arranged that the Section 
should have an adjourned meeting for its debate. 

Sir Malcolm Morris, K.C.V.O., said that the first point which struck 
him was that so little advance had been made in this subject since the 
debate of 1898.^ Dr. MacLeod had therefore undertaken a very difficult 
task, which entitled him to the thanks of the Section. 

His first experience of diseases of the skin was gained in the 
year 1871, when he took Hebra’s course in Vienna, remaining in 
that city several months, and there acquiring his interest in dermatology. 
Hebra was a remarkable personality, who had an enormous power of 
communicating to others his own enthusiasm for dermatology. Crowds 
of men came from all parts of the world to sit at the feet of that great 
teacher. Many quite different cutaneous affections, which apparently 
had little or nothing in common, were all relegated by Hebra to the 
great pemphigus group, and he (the speaker) left Vienna with the idea 
that any disease which presented bullae of moderate persistence was 
a pemphigus, although Hebra, of course, excluded accidental bullae, 
which were obviously due to external causes. Tilburj' Fox’s famous 
paper, written in 1879, or just before that date, was only published 
in an American paper, in 1880, and was lost sight of; and the subject 
was not revived in the minds of dermatologists until Duhring, by what 
he ventured to call an act of genius, picked out certain cases which, he 
held, differed clinically from pemphigus and erected them into a new 
group under the designation of dermatitis herpetiformis. The departure 
met with strong opposition from the Vienna School, then represented 


' Vide Brit. Journ. of Derin.y 1898, x, p. 73 vt seq. 
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by Hebra’s son and Kaposi, and it was contended that the cases properly- 
belonged to the group to which the elder Hehra had assigned them. He, 
however, was strongly of the belief that Tilbury Fox and Duhring were 
right; that the cases which they named dermatitis herpetiformis 
differed essentially in their characters from those of the pemphigus 
group—i!e., from chronic pemphigus. He held, therefore, that the 
disease called dermatitis herpetiformis was a distinct entity, which it 
was only confusing to class with pemphigus vulgaris. The clinician 
must recognise that there were many cases of which it was difficult 
to determine to what group they belonged; they were intermediate 
cases, which overlapped each other. But the condition so clearly 
described by Tilbury Fox and Duhring, and later emphasised by Brocq 
and the French School, as Dr. MacLeod had reminded them, was 
a quite definite disease. The cases which conformed to this type 
were at one end of the group; pemphigus vulgaris was at the 
other end. 

In connexion with the cases exhibited that afternoon, it would have 
been of extreme interest to discuss to what groups they belonged ; some 
tended to the true pemphigus type, which, he considered, always bred 
true, while others tended towards dermatitis herpetiformis, which also, 
when typical, bred true. He had watched some cases of the latter type 
for years, and had had opportunities for a careful study of them. They 
all seemed quite definite and characteristic, and it would he to him 
a great disappointment if, after all these years, those cases, so well 
defined, were put back into the group from which they had been 
differentiated by a triumphant piece of analysis; this would be, in 
his opinion, a distinctly retrograde step. 

Dr. MacLeod’s first question was whether the eruptions classified 
under the head of dermatitis herpetiformis were all due to one cause. 
But as to the cause they were entirely in the dark. Dermatologists had 
tried to catch at straws in individual cases; they vaguely hoped they 
were somewhere near the mark when they said that one case was due 
worry, another to shock, and so forth. But such setiological surmises 
led to nothing in the nature of a generalisation, and it ha/d to he 
confessed that they knew virtually nothing about the causation of 
the disease. The proper answer to the first question, therefore, was: 
cause unknown, clinical type distinct. 

As to the difference between dermatitis herpetiformis and chronic 
pemphigus, or pemphigus vegetans, there was one point which, he 
thought, had not been touched upon in the study of this subject, but 
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which seemed important — namely, the extraordinary depth of the 
vesicles in true dermatitis herpetiformis. Three years ago he showed 
a patient before the Section whom he had watched for seven years, so 
that he had now had her under observation for ten years. That 
patient had repeatedly come to him and said of the vesicles, “ There 
are some here, and others are coming.” He would tell her that there 
was nothing to be seen at the points where she believed vesicles were 
coming, but she remained positive that they were on the way, and so, 
time after time, it proved to be so. As the deep vesicles began to form 
the itching was intense, and, with the savagery towards themselves 
which was characteristic of this disease, patients would dig their nails 
deep into the skin to root out the lesion, their experience being that as 
soon as the vesicle was ruptured the irritation found a relief which no 
application seemed to afford. Dr. Galloway, and others too, perhaps, 
knew of the case of an unfortunate man who had suffered from the 
disease for many years, and had acted in the manner described in his 
(the speaker’s) consulting room. He had had this patient under 
observation for three-quarters of an hour at a time; he would sit on 
the sofa, refusing to dress, and busying himself in hunting for the deep 
vesicles and tearing them out, and it was curious, after he had done so, 
to observe his expression of blissful relief. In the character to which 
he was drawing attention dermatitis herpetiformis differed strikingly 
from pemphigus, in which not only were there no such extreme attacks 
of itching, but the lesions w'ere too tender and painful to allow of the 
self-inflicted violence he had described. 

In the debate of 1898 he stated that he had known four cases in 
which death appeared to be directly due to dermatitis herpetiformis: 
in two of them death occurred suddenly as the eruption disappeared, 
and he believed the President had seen similar cases. Such cases were 
not described in books on dermatology, and the connexion between 
death and the disappearance of the eruption might be a mere coin¬ 
cidence ; nothing being known of the cause of the disease, he limited 
himself to a mere statement of the clinical fact. He had not met with 
such a case since 1898. 

It was rather remarkable that in his private practice he had had 
fewer instances of dermatitis herpetiformis since 1898 than before that 
year. Whether the explanation was that the incidence of nervous 
instability was somewhat less than it used to be he did not know. 
But he thought it not improbable that after the time of stress through 
which the nation was now passing, cases of this disease would be less 
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rare. He was already beginning to observe an increase in the number 
of cases of lichen planus, due, he was inclined to think, to the worry 
which the war was bringing in its train. 

Since the debate of 1898 he had taken special note of the children 
brought to him suffering from cutaneous diseases, and during the 
whole of this period he had not had a case in a child which conformed 
to the dermatitis herpetiformis type. He had seen in children many 
cases which persisted for many months, or for years; but they had 
all been cases of vesicating lichen urticatus, and he agreed with Dr. 
MacLeod that in typical dermatitis herpetiformis urticaria was a rare 
concomitant. 

In typical dermatitis herpetiformis the mucous membranes of the 
mouth were much less affected than in pemphigus. This he regarded 
as another great difference between the two conditions. In one or two 
instances of the former disease the pathological process had begun in 
the mucous membrane of the vagina and had then appeared on the 
skin elsewhere, but not in the mouth. 

“ Essential shrinking ” was, in his opinion, associated with 
pemphigus, not with dermatitis herpetiformis. In the latter condition 
he had never known the eye to be affected with von Graefe’s disease; 
but he had seen and published cases showing that association in 
pemphigus. 

There was much that he would have liked to say about treatment 
had there been time; but he must briefly refer to arsenic. He believed, 
with the late Sir Jonathan Hutchinson, that arsenic was of the greatest 
possible service in pemphigus. It was much less serviceable in 
dermatitis herpetiformis; but he was inclined to think that it had been 
more beneficial in his recent experience than he formerly found it to 
be. In the case of the patient whom he had had under observation 
for ten years, he was certain that her sufferings were greatly mitigated 
by this drug, for its vigorous employment repeatedly led to a temporary 
cessation of the attacks. She came to feel that she would rather endure 
chronic arsenical poisoning than suffer from her disease, and he confessed 
that he sympathised with her in her choice between the two evils. 
This, indeed, was one of the few diseases in which it was justifiable to 
push arsenic almost to poisonous doses. 

External treatment he regarded as the most difficult aspect of the 
therapeutics of dermatitis herpetiformis. He had known some cases 
to be benefited by warm alkaline baths, others were not. Sulphur 
ointment was said in certain books to be useful; in his experience it 
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seldom was so, though some slight benefit might occasionally be 
traceable to its employment. The patient to whom he had referred 
more than once was a woman of intelligence and observation, who had 
very carefully studied the course of her disease, and her experience 
was that when the lesions had burst she found relief by rubbing in an 
alkaline application, such as carron oil or zinc cream. 

The cordial thanks of the Section were due to Dr. MacLeod for the 
able paper in which he had introduced the subject of the debate. 
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DISCUSSION ON PEMPHIGOID ERUPTIONS.’ 

Dr. George Pernet said that in the first place he thought the 
term “pemphigoid ” was not a desirable one, a point upon which he 
was in agreement with Dr. MacLeod. He would reply to the questions 
put by the opener of the debate in the following order :— 

(1) He did not regard the eruptions classified under the heading of 
“ dermatitis herpetiformis ” as due to one cause, nor did he regard them 
as variants of one morbid entity. They might arise from a variety 
of causes, usually toxic, either through the blood-stream or by way 
of a neuro-reflex arc. In 1910, he published a note on “ Pemphigus 
and Dermatitis Herpetiformis ” ** relative to the case of a woman who 
had had a pemphigus (bullous) eruption starting from a septic vaginal 
focus and who had subsequently presented, when this had cleared up, 
an eruption of the dermatitis herpetiformis type. The subject was a 
very complex one and the opener had well brought out the various 
points. Speaking from his own experience, he was of opinion that a 
variety of eruptions of the erythematous and urticarial kinds, including 
vesicular and bullous conditions, might arise clinically from one and the 
same toxic cause. On the other hand, one type of eruption might result 
from a variety of causes. 

(2) Though dermatitis herpetiformis was in its classic form clini¬ 
cally distinct, it was, in his opinion, probably related to chronic 
pemphigus and pemphigus vegetans. The soil on which the patho¬ 
genic forces acted had to be taken into account. He had seen cases 

' Adjourned from May 20. 
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of alleged dermatitis herpetiformis in children, but he had doubts 
about the correctness of the diagnosis. 

(3) As to impetigo herpetiformis, he had never seen an actual case 
which entirely fitted the description given. But he had described 
what he had named a “ dermatitis pustulosa vegetans recurrens ” in 
some ways like the case shown by Dr. Douglas Heath at the last 
meeting, and which probably came into the same category as impetigo 
herpetiformis and Hallopeau’s “ Dermatite pustuleuse chronique en 
foyers a progression excentrique.” This had been discussed in the 
speaker’s paper on “ Dermatitis pustulosa, &c.,” in the New York 
Journal of Cutaneous Diseases for September, 1912. 

(4) With regard to eosinophilia, he considered this was a toxic 
phenomenon. Eosinophilia was present in the blood of those acting 
as hosts to parasitic worms. 

(5) The speaker had not of late years seen instances of typical 
dermatitis herpetiformis. The condition seemed rarer than formerly. 
He had had experience of classical dermatitis herpetiformis, and, like 
everyone else, had found it most refractory to treatment, the painful 
itching being the symptom that gave most trouble. But he had 
observed cases which came into the category of dermatitis herpeti¬ 
formis, which were of a mild type. These yielded to salicin in the few 
instances he had seen. As to the painful itching, he had seen an 
otherwise typical dermatitis herpetiformis in a boy, following varicella, 
in whom the pruritus was entirely absent. He had not had an oppor¬ 
tunity of trying lumbar puncture, but from what he had read that 
procedure did not appear to give the startlingly good results which 
were obtained from it in early acute generalised lichen planus. 

In conclusion, he would recommend a perusal of Brocq’s papers on 
the “ Dermatites polymorphes douloureuses.” 

Dr. Knowsley Sibley said that the diflSculty which apparently 
arose in the discussion was as to what to include and what not to 
include under the heading “ dermatitis herpetiformis.” Dr. MacLeod 
gave three cardinal features of the disease: (1) The multiformity of 

type of the lesions; (2) the herpetiform grouping; and (3) the intensity 
of the subjective symptoms. His own opinion was that the third of 
these—namely, the intensity of the subjective symptoms—was the most 
important, and that no case which, though having a bullous eruption, 
had not cutaneous symptoms out of all proportion to the physical appear¬ 
ance, should be included under the heading “ dermatitis herpetiformis.” 
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He believed this complaint to be a distinctly tropho-neurotic condition, 
as illustrated in the cases of it which were seen in pregnant women, 
cases which he considered to be fairly numerous. Some of them might 
remember the case of the woman he showed at the previous meeting; 
she had a severe attack of dermatitis herpetiformis, which came on after 
a shock at the loss of her husband from an accident. About a fortnight 
after she complained of great irritation, with itching and burning of her 
skin. After that had persisted for some weeks she had a vesicular, and 
later a bullous eruption, more or less over the whole body; and there 
were associated lesions inside her mouth. 

That brought him to the discussion of the question of lesions of 
mucous membranes in this disease. His opinion was that one might 
see cases of dermatitis herpetiformis affecting only the mucous mem- 
• branes. Some years ago, Jacobi, of New York, had reported some 
cases under the heading “ stomatitis neurotica chronica ” ; and indepen¬ 
dently about the same time the speaker had recorded three or four 
cases.^ He believed them to be cases of dermatitis herpetiformis; 
there was a vesicular eruption inside the mouth, the lesions tended to 
come out in crops, they were very painful, and there was indefinite 
persistence; some went on for years. One case was reported with a 
duration of thirty years, accompanied by an astounding amount of 
physical suffering. There were no legions on the body in those cases, 
and the subjects were all neurotic women, the onset having been 
determined by shock, worry, or other mental disturbances. So much 
was this the case in typical examples of dermatitis herpetiformis that 
one wondered whether it would not be wise to substitute the term 
“dermatitis neurotica chronica” for "dermatitis herpetiformis.” 

Dr. MacLeod asked, in his opening paper, whether there might be 
mild cases of the disease. The speaker presumed he meant by that, 
localised as opposed to extensive cases. He thought they might meet 
with such. He had in his memory the case of a professional lady who, 
whenever she had an exceptional amount of worry or trouble, had a 
vesicular eruption on the lower part of the abdomen, between the 
umbilicus and the symphysis pubis. This was accompanied by great 
pain, burning, and distress of the skin. The eruption was not unilateral, 
but occurred on both sides of the abdomen. He had seen her in a number 
of these attacks, which lasted from several weeks to months without, 
apparently, any lesions elsewhere. That he regarded as a case of mild 


* Brit. Med. 1899, i, p. 900. 



206 Sibley: Discussion on Pemphigoid Eruptions 

dermatitis herpetiformis. Therefore, if the intensity of the skin sensa¬ 
tions were essential, one would exclude from the group cases which were 
met with in infants and young children, as it was recognised that 
practically all the cases they saw in infants and young children were 
associated with very slight or no cutaneous symptoms. He believed 
that some of the cases which had been recorded as occurring in young 
children, following vaccination, were examples of generalised vaccinia. 
They were, perhaps, rarely recognised as such, and the condition might 
persist for months. The other cases which are seen in children 
generally seemed to be of the impetiginous variety, rather than 
dermatitis herpetiformis. 

He also thought that sufficient stress was not usually laid on the 
secondary organism—he supposed it was secondary—though he had not 
quite convinced himself that the vesicles were always sterile at the 
beginning. Certainly early in the eruption an organism generally 
appeared in the vesicles, and his impression was that that organism 
played an important part in the disease; at any rate, he was certain, 
from an experience of many cases, that a vaccine prepared from the 
organism and given to the patient seenied greatly to benefit the progress 
of the complaint. Possibly they would note later that cases having 
some organisms progressed more favourably than did those with other 
organisms. He was trying to collect cases to determine that point, but 
his material was not yet sufficient to enable him to be sure about it. 

With regard to treatment, he treated his cases locally with radiant 
light and heat baths, as those relieved the cutaneous symptoms. If they 
failed he gave alkaline or bran baths ; and he also gave a vaccine prepared 
from the organism found in the early lesions. In cases in which 
anaemia was associated he administered arsenic ; but he very rarely gave 
arsenic for any cutaneous conditions, except where anaemia was present, 
and then principally when the patient was a young girl. With regard 
to the relief of the distressing skin symptoms, he was sorry to hear 
Dr. MacLeod recommend morphia; it seemed to him that in dermato¬ 
logical practice morphia was a drug which should hardly ever be given. 
He thought all these cases of intolerable itching yielded to one or other 
of the coal-tar preparations—antipyrin, phenacetin, aspirin, and so on— 
and it was undesirable to give morphia, especially in young people. 
The only kind of skin case in which he thought it might be given 
justifiably was the chronic painful ulcer of the leg in old people, where 
opium not only acted as a sedative, but also as a tonic to the general 
nervous system ; but he never considered it wise to prescribe morphia to 
young or middle-aged patients. 
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Dr. Gbaham Little said that in his view, while every credit was 
due to Tilbury Fox and Duhring for their work, which had resulted in 
the separation of the group of dermatitis herpetiformis from pemphigus, 
the separation was nevertheless premature. The differentiations which 
had been suggested were entirely clinical, and yet did not correspond 
with the clinical facts. Even if one added to the three cardinal 
symptoms of dermatitis herpetiformis propounded by Dr. MacLeod 
further differentiations—and he was somewhat surprised at the omission 
from Dr. MacLeod’s list of what he regarded as one of the most 
characteristic features of the disease, namely, the repeated recurrences 
—one found that each one of these broke down when confronted with 
a series of cases. It had been a matter of common experience both in 
this Section and in the earlier societies from which it was derived, that 
whenever a case was brought forward with the diagnosis of either 
pemphigus or dermatitis herpetiformis, there was practically never any 
general agreement as to which label should be attached to it, and often 
the .numerical division was equal in favour of one or other of these two 
labels. It had to be conceded, in fact, that there was no unassailable 
criterion of differentiation; and this being so, there was no clinical con¬ 
venience, but rather a source of confusion in attempting to maintain 
a difference. The best course would probably be to drop both the 
terms in dispute, and to substitute a fresh name which would include 
all the cases which in any assemblage of experts would certainly be 
classed either as dermatitis herpetiformis or as pemphigus. A suitable 
choice for a new name might be Tilbury Fox’s title of “ hydroa pruri- 
ginosa,” which the speaker agreed, with Kobner, in thinking at least a 
preferable term to dermatitis herpetiformis for this particular group of 
cases. On the other hand, a number of cases had been included under 
the name of “ acute pemphigus ” with the group of pemphigus which 
the speaker did not think should be so included. These were cases of 
acute infective bullous eruptions, lacking the fundamental characteristic 
of recurrence, and differing both from dermatitis herpetiformis and 
pemphigus in which diseases the vesicle was normally sterile. There 
was no more reason for classing these bacterial cases with pemphigus 
than with dermatitis herpetiformis. The speaker had seen cases which, 
clinically, had commanded at exhibition at the older societies as general 
an assent for the diagnosis of dermatitis herpetiformis as was ever 
obtainable, and had yet shown bacterial contents of variable nature, 
and he could recall instances in which streptococcus, pneumococcus, and 
even the diphtheria bacillus had been demonstrated in the unbroken 
vesicles of such an eruption. 
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A classification which would probably include most of the clinical 
facts would thus be: (1) Erythema multiforme, (2) hydroa pruriginosa, 
(3) acute bacterial bullous eruptions. The latter group would con¬ 
veniently take in impetigo herpetiformis, and the vaccinides. The 
first group might embrace those difficult cases of presumed dermatitis 
herpetiformis in which vesication was minimal in degree or absent. 
The size of individual bullae was often made a point of difference, and 
it was assumed that smallness of these favoured a diagnosis of dermatitis 
herpetiformis. He could not agree with this view and had in fact 
demonstrated its falsity by an experiment. In a case of this disease 
a single bulla had, with the co-operation of an intelligent nurse and a 
sporting patient, been so protected from injury by means of cradles 
that it had been cultivated into a prodigy of a bulla, and had attained 
the size of an orange before it finally burst. Size was very much a 
matter of accident and depended on the thickness of the walls and 
the vulnerability of the site. 

Sir Malcolm Morris had suggested that dermatitis herpetiformis had 
become less frequent as compared with his earlier experience. It was 
difficult to comment on this because it was almost impossible to 
ascertain the individual predilections of reporters for one or other of 
the two labels. The present speaker had analysed his own records of 
the past twelve years, and had found notes of thirty-two cases which he 
had regarded as dermatitis herpetiformis. Twenty-five of these had 
occurred at St. Mary’s Hospital, in a series of 21,000 cases of general 
skin disease between 1902 and 1915. If one compared with these 
Crocker’s statistics, which formed the most useful standard of com¬ 
parison for the period up to the date of their compilation—i.e., before 
1893—one found that Crocker had ten cases in 10,000 hospital cases of 
general skin disease. From such a comparison it would almost appear 
that the disease had become more rather than less frequent, but probably 
to compensate for individual predilections a more effective method of 
comparison would be to pool all the cases of dermatitis herpetiformis 
with those of pemphigus for any given period and to note if the diminu¬ 
tion was noticeable in the sum of the two diseases. Crocker certainly 
would seem to have preferred the pemphigus label, for in the same 
10,000 cases he reported thirty-three cases of pemphigus. The speaker, 
on the other hand, regarded pemphigus as one of the rarest of skin 
diseases, when subtraction had been made of the cases which answered 
the requirements for dermatitis herpetiformis, and the cases of so-called 
acute pemphigus—i.e., bacterides of variable type. 
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In the speaker’s small personal experience, eosinophilia had been 
most erratic and uncertain, and he attached no importance to this 
feature as a means of differentiation ; nor could its presence be accepted 
as any index to the severity of eruption or other symptoms. 

The pathogenesis in the large majority of instances seemed to be 
ascribable to neurotic influences, either to direct nerve poisons, such 
as might be assumed to be effective in the case of herpes zoster, or 
indirectly through neurotic disorder of intestinal function. The very 
vsrorst eruption he had ever seen occurred in an Army officer whom he 
had visited at Colchester in consultation with Dr. Day, which had come 
out, acutely, four days after the terrible shock which the patient had 
experienced in the sudden death, while riding, of his only child, a girl 
aged 12. 

U^ith regard to treatment, one of the most effective means to control 
itching was to limit for a term the intake of proteid, and Bulkeley’s 
rice diet was very useful in acute stages of the disease. 

Dr. Whitfield said that in the present state of knowledge there 
were lamentably few facts from which to argue, but there were one or 
two points to which he would like to refer. 

The first was the opinion expressed by one or two of the previous 
speakers as to the greater rarity of dermatitis herpetiformis now than 
formerly. He thought this was due to a different attitude as to the 
diagnosis. He would put it as a historical phase of thought. A disease 
was first described, then it became more or less well known, then it 
“ became the fashion,” and was diagnosed frequently, and then a reform 
took place, and the diagnosis was made less often. He thought that 
they were now in the stage of reform, and that many cases were now 
called (and rightly so) pemphigus which fifteen years ago would have 
been called dermatitis herpetiformis. 

Secondly, he would give his opinion as to whether there was a disease 
or set of symptoms which deserved the name of dermatitis herpeti¬ 
formis. Most of the points of differential diagnosis were so elusive 
that he was almost inclined to agree with Dr. Graham Little that the 
separation of dermatitis herpetiformis was in the present state of 
knowledge premature. He could not, however, quite subscribe to that 
view. He thought there was a disease which deserved separation from 
pemphigus, but when there was, as often happened, a difficulty in 
diagnosing this disease, the difficulty lay not in distinguishing it from 
pemphigus but in separating it from some entirely different disease, such 
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as prurigo, urticate erythema, or even vesicular and papular eczema. 
The itching was, of course, very intense, but so it was in these other 
diseases just mentioned. 

The eruption was often very ill-defined, and the patient at times 
showed nothing more than the results of scratching, but if the case 
were studied for a certain period, and its phases watched, there would 
come a time when one would find the ill-developod erythematous patch 
with small herpetiform vesicles set usually in a ring roxmd its margin. 
Dr. Whitfield said that he was pretty confident that that was the view 
taken by Dr. Colcott Fox, who had been in close collaboration with the 
late Tilbury Fox when he gave such an accurate description of his 
group of cases. Duhring, in his later monograph, seemed to the speaker 
to have claimed too much for the disease. While on this subject he would 
like to raise a strong protest against the idea that all cases of pempj|igus 
which were pruritic were in reality dermatitis herpetiformis, and also 
that those with circinate grouping—“ pemphigus confertus ” of the older 
authors—were also dermatitis herpetiformis. He might, perhaps, point 
out that the photograph of pemphigus published in his book was one of 
a case under the care of Dr. Colcott Fox, who regarded it as classical 
pemphigus, yet the lesions were grouped in rings. He apologised for 
dwelling at such length on this point, but he thought there was un¬ 
doubtedly a disease characterised by the outbreak of prurigo-like 
papules, erythematous patches, and at times herpetiform vesicles, which 
was not likely to be mistaken for true pemphigus, and for which, if they 
did not use the term “dermatitis herpetiformis,’* they must create a 
new name. 

That led him on to two other points—namely, the presence of 
eosinophilia and the therapeutic reaction with arsenic. Neither of these 
was, in his experience, of the slightest value in making the diagnosis 
from pemphigus. It was formerly said that dermatitis herpetiformis 
did not yield to arsenic so often as did pemphigus. He could not say 
whether there was any difference, but he was convinced that the 
difference was not marked. He had seen many cases of pemphigus 
which did not yield to arsenic, and several of dermatitis herpetiformis 
that did. He had a case under his care in a middle-aged w^oman— 
a case of the most exquisite Tilbury Fox type—which had never shown 
a bulla the size of a green pea, but was constantly covered with itching 
papules and small rings of erythema with hempseed-sized vesicles, which 
could be kept under complete control by high doses of arsenic, and 
under partial control by moderate doses. She had arsenical palms in a 
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mild degree and fairly marked arsenical pigmentation, and the plan 
now followed was to give her occasional rest from the arsenic, daring 
which she had to bear the eruption, and then when the arsenical 
symptoms had partially subsided to return to the least dose which 
made life bearable. 

In conclusion, he would say that he had never made the diagnosis 
of dermatitis herpetiformis in a child, and he had formed no opinion 
as to the relationship of dermatitis herpetiformis to simple chronic 
pemphigus, pemphigus foliaceus, or pemphigus vegetans. 

Dr. Adamson believed that dermatitis herpetiformis was a distinct 
disease, different in many respects from pemphigus vulgaris, though 
possibly nearly related. He regarded it as a very rare disease, and 
thought it was often diagnosed on insufficient grounds. Many cases 
which had been recorded under this name seemed to him to be typical 
examples of pemphigus vulgaris—those cases, for example, which Bowen 
and Gardiner had described as dermatitis herpetiformis in children. 
Many modern observers seemed to lose sight of the fact that acQord- 
ing to the earlier writers—Bazin, Liveing, Tilbury Fox, and Duhring 
himself—dermatitis herpetiformis was essentially a neurosis, and the 
presence of subjective sensations of burning and intense itching a very 
important feature of the disease. The fact that an eruption was bullous, 
and showed a tendency to grouping, did not alone justify the diagnosis 
of dermatitis herpetiformis. In dermatitis herpetifomis the lesions were 
often not bullous, but erythematous, papular, or vesicular, and the intense 
itching was a more striking character than the bullous eruption. One 
could only make a certain diagnosis in a case in which these symptoms 
of grouped erythematous, vesicular, papular, or bullous eruption, with 
intense itching, were repeated again and again after clear or com¬ 
paratively clear intervals. In pemphigus vulgaris, on the other hand, 
the most striking feature was the bullous eruption, subjective symptoms 
were absent or slight, and a diagnosis could generally be made at first 
sight. In his experience, pemphigus vulgaris was comparatively more 
common than dermatitis herpetiformis, for he had observed twenty 
cases of pemphigus and three only of dermatitis herpetiformis daring 
the same period. He did not think the statement of some French 
writers that pemphigus vulgaris was almost invariably fatal, and 
dermatitis herpetiformis seldom so, was a correct distinction, for in 
two-thirds of these cases of pemphigus vulgaris recovery had taken place. 

They knew little, if anything, as to the cause of this disease, but the 
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occurrence of a similar, if not identical, affection in pregnant women 
suggested a toxic origin—an absorption of placental toxins or of toxins 
due to metabolic disturbance. And in this connexion the successful 
treatment of cases of herpes gestationis, of dermatitis herpetiformis, 
and of pemphigus by injections of human blood or human serum might 
help to throw light on their aetiology. Most of this treatment had been 
carried out in Germany and in America during the past five years, but 
he had recently, in association with his colleague, Dr. Stansfeld, treated 
several cases of pemphigus by injections of human blood with some 
strikingly good results; though he would not say more about this treat¬ 
ment until he had had further experience. 

Dr. Stowebs said that despite the fact that their knowledge of 
this class of disease had not materially advanced since the discussion 
which took place in 1898 to which allusion had been made, it was 
desirable that a periodical revision should be allowed in order to 
reconsider their position in regard to it. By this means the older 
views might be tested and new facts elicited. Such a discussion 
acted as an incentive to further observation on the part of those 
members of their Section and others who had clinical material at 
their disposal and controlled modern methods of investigation and 
research. For these reasons, apart from others more personal to 
himself, they were much indebted to Dr. MacLeod for the valuable 
r^sum4 he had given them in his paper. 

The author commenced by defining the sense in which the term 
“ pemphigoids ” should be employed—viz., to include dermatitis herpeti¬ 
formis and hydroa, but to exclude acute pemphigus and pemphigus 
neonatorum, which were attributable to specific causes. His figures 
as to incidence were interesting as showing the comparative rarity 
of these affections; and the three cardinal features enumerated — 
viz., multiformity, grouping of lesions, and intensity of subjective 
symptoms, often of the severest nature—were the characteristics which 
could be relied upon for diagnostic purposes. It was understood that 
the partial, or even complete, absence of one of them did not necessarily 
exclude the diagnosis. The variation in size and shape of the vesicles 
was well known and Dr. Stowers agreed that the blebs of dermatitis 
herpetiformis did not approach in magnitude those frequently seen 
in chronic pemphigus. It was true also that cases of congenital 
epidermolysis bullosa (of which he had recently seen a marked 
example sent to him as chronic pemphigus) had been confused 
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with this group, but the history, together with the mode of onset, 
and the sites of body affected, apart from the character of the lesions, 
would suffice to eliminate them. 

Two statements of Dr. MacLeod could be confirmed by general 
experience—viz., that herpetiform grouping was occasionally absent 
in children but invariably present in adults; and that the itching 
was often of a mild degree in children as compared with adults. 
Without doubt many of these, as he had indicated, were instances 
of vesicating lichen urticatus, a variety or stage of that common 
disorder which was familiar to them all, the aetiology of which had 
been so fully described by one whose absence they had greatly deplored 
—he referred to Dr. Colcott Fox, a former President of this Section. 

Dr. MacLeod had told them that the mucous membranes were 
involved in 22 out of 100 cases of dermatitis herpetiformis examined 
and reported. This was a smaller proportion, the speaker thought, than 
in pemphigus and pemphigus vegetans. 

The most striking instance that he had met with was that of a male • 
patient, aged 46, photographs of whom he handed round for their 
inspection. He was employed at Maidstone as a railway goods porter 
and was frequently engaged in night service. The original lesions, 
limited in severity, occurred on the abdomen, thighs, and forearms, the 
subjective symptoms being of moderate degree only. He attended as an 
out-patient at hospital on several occasions for a couple of months and 
sufficiently recovered for treatment to be discontinued. About eighteen 
months later he was brought up again in a deplorable condition, with an 
acute general outbreak, the eruption being chiefly vesico-bullous and 
bullous, with offensive discharge and much crusting. The subjective 
symptoms were terribly severe. It was stated that for many weeks 
before admission the constitutional disturbance had been very marked, 
with elevation of temperature, &c., of the septic type. Careful nursing 
and treatment relieved him for a time, but, in spite of all, his condition 
became aggravated, the bullae increasing in number and involving new 
areas, the constitutional disturbance becoming more marked and asthenic 
in type. He eventually died from exhaustion, in a typhoid state, 
occasional severe diarrhoea having supervened. The mucous membrane 
of the mouth and fauces was visibly affected and the septic discharge 
from the nose indicated that the whole mucous tract was involved. 
Unfortunately, no post-mortem examination was allowed, so it was 
impossible to investigate the condition of the stomach and intestines, 
which undoubtedly were similarly affected. It was possible that this 
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patient was the subject of some septic infection in addition to the 
autogenous toxin which primarily affected him, but no local evidence 
could be traced. Dr. Stowers learnt later that he had been engaged 
in unloading a railway truck containing bullocks’ hides which were 
in a very malodorous condition. 

Dr. MacLeod had raised the question as to whether an increase of 
coarse granular eosinophiles in the blood could be accepted as charac¬ 
teristic of dermatitis herpetiformis. He had admitted that they varied 
according to the phase of the disease, and further that they were bj’ 
no means constant in the course of a case and at certain periods might 
even disappear. The late Kadcliflfe Crocker, Leredde, and others laid 
much stress upon their presence. Johnston, of New York, had stated 
that in practically all bullous disease except epidermolysis (and he 
included severe cases of pompholyx in the group) in which a symptom- 
complex occurred which all observers associated with intoxication, as 
evidenced by high temperature and its concomitants, including scanty 
and high-coloured urine—the blebs as well as the blood showed eosino- 
philia. It was noteworthy, however, that in the bullous dermatoses, 
while the eosinophile cells abounded in the blood corpuscles, and also in 
the fluid of the natural bullae themselves, an artificial blister produced 
on the skin of a patient so suffering most probably would not present 
eosinophilia. These investigations led him (Johnston) to the conclusion 
that the eosinophilia was due to the direct action of the poison on the 
eosinophile myelocytes of the marrow. The presence of eosinophile 
cells in the blood had also been found in pemphigus vegetans and 
pemphigus foliaceus, and moreover they had been reported as 
abnormally abundant in some cases of leprosy. In spite, however, of 
the opinion of skilled observers that the excretion of eosinophile cells 
by the skin was “ an essential part of the cutaneous phenomena and, 
together with the eosinophile cells in the blood, are characteristic of 
dermatitis herpetiformis,” it was, the speaker feared, impossible at 
present to give a satisfactory answer to the specific question before 
them. 

The differential diagnosis between dermatitis herpetiformis and 
chronic pemphigus, so far as the skin lesions were concerned, had been 
clearly put by Dr. MacLeod. In the former, as he said, the eruption was 
niiiltiform, in the latter uniform. The bullae in dermatitis herpetiformis 
were seldom larger than a filbert, in chronic pemphigus they might attain 
any size, and in this latter disease there w^as an absence of the premoni¬ 
tory and other subjective symptoms which in dermatitis herpetiformis 
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were often of such severe character. Dermatitis herpetiformis w'as 
common to both sexes. If he understood Dr. MacLeod correctly he said 
that according to one author the proportion was about seventeen females 
to seven males. This, he thought, did not correspond with general 
experience, his own impression being that in spite of gestation cases in 
women it was more frequent in men. The most severe and the fatal 
cases which he had seen occurred in male subjects. 

With reference to Dr. MacLeod’s question. Were the eruptions 
classified under the heading of dermatitis herpetiformis due to one 
cause and could they be regarded as variants of one morbid entity? 
he would say that, if this disease was of toxic origin—and the lesions 
of the body certainly pointed in that direction—the evidence that it was 
primarily a general systemic disorder, and that the cutaneous develop¬ 
ments were secondary manifestations through nerve influence, was 
fairly conclusive. If a neurotic basis was claimed as a primary factor 
this did not exclude the theory of auto-intoxication, but in some measure 
supported it. As to the nature of the poison, or poisons, in any such 
intoxication, it could hardly be expected that they would be proved and 
separated, especially if they were gastro-intestinal in origin, as was 
usually the case. It would be remembered that in the recent discussion 
on alimentary or intestinal toxsemia special reference was made by 
several speakers to this point. Possibly the gestation cases might be 
due to a neurosis from uterine irritation, but additional evidence was 
needed. He had recently seen a married woman who had been the 
subject of herpes gestationis for limited periods during eight consecutive 
pregnancies, the cutaneous lesions developing after persistent and severe 
itching for several weeks. Bullae were stated to have first appeared 
upon the abdomen and thighs, usually about the fourth or fifth month 
onwards, and then to have extended to other parts, varying in number 
and size, some declining while others developed. Invariably the 
eruption subsided spontaneously after delivery. The pigmentary stain¬ 
ing consequent upon so many attacks was very remarkable. 

The associated conditions reported to stand in causal relation to 
dermatitis herpetiformis were various. Nervous exhaustion with vital 
depression, in whatever way produced, could not fail to act as a pre¬ 
disposing influence, but as this was common to many diseases it was 
insufficient without a determining factor, an auto-intoxication, through 
the medium of the nervous system, to produce the characteristics of this 
disease. The nature of this had not been determined. Whether, 
therefore, the eruptions classified under the heading of dermatitis 
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herpetiformis were due to one cause, or whether they should be regarded 
as variants of one morbid entity, with their present limited knowledge 
it was impossible to say. 

He agreed with Dr. MacLeod that the evidence they possessed 
justified the conclusion that hydroa sestivale was distinct from dermatitis 
herpetiformis. He handed round a photograph of an interesting case 
of this disorder which recurred annually for many years, and curiously 
was associated with a similar development on the ears of his twin 
brother. Impetigo herpetiformis was not improbably allied to dermatitis 
herpetiformis, but the relationship, as yet, was not clearly understood. 

On the subject of treatment it was essential to bear in mind that 
there were two distinct but interdependent conditions to be dealt with— 
viz., (1) the substantive disease proper with the constitutional sym¬ 
ptoms it produced, and (2) the cutaneous manifestations, which were 
of secondary character and of varying intensity, the location of which 
depended upon local structural conditions—i.e., the degrees of resistance 
in the cutaneous tissues of different individuals. Bullous diseases could 
not be regarded as limited to the skin and its appendages, for they were 
in fact general systemic disorders of toxic nature, the surface manifesta¬ 
tions, of whatever degree, constituting the secondary local expressions 
only. To combat the former a treatment based upon the principle 
of elimination must be adopted, and in addition the functions of meta¬ 
bolism, in relation to proteid substances especially, had to be regulated. 
For this purpose a selected diet was needed consisting largely of milk. 
Efficient and repeated purgation was essential, with frequent water 
drinking. Lavage of the colon had been recommended. Derange¬ 
ments of stomach, liver, and kidneys must be corrected. Of the many 
drugs suitable for internal administration, quinine, strychnine, salicin, 
salicylate of soda, and ichthyol, with intestinal antiseptics, were among 
the most reliable. Arsenic, however, although not a specific, had 
proved of the greatest value in many cases and was advocated by 
experienced observers, but a liberal administration of the drug in 
gradually increasing doses was needed. Sir Malcolm Morris had 
already emphasised that point. Dr. Whitfield had reported a case in 
which recovery took place after the continued administration of the 
solution of arsenic in 20-minim doses. Two articles published in the 
British Medical Journal, in 1897 and 1899 respectively, by the same 
writer were worthy of special study. They were entitled “ A Personal 
Experience of the Disease (Dermatitis Herpetiformis) by a Physician.” 
Recovery in his instance was attributed to the persistent administration 
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of the arsenical solution with dialysed iron. Opium was stated to have 
relieved the itching when morphia failed. Arsenic in the limited doses 
admissible in herpes gestationis was of lesser value, but the indications 
for its use were comparatively small. The X-rays had been applied in 
localised types ^ but this was not desirable if the disease was general. 
Personally, he had had no experience in this direction. 

The local treatment consisted in emptying the blebs at once, which 
all sufferers agreed greatly relieved the irritation, and applying sedatives 
and antiseptics in the form of medicated baths, fomentations, lotions 
and ointments. If baths were used prolonged submersion was desirable. 
Nearly all the local medicaments required could be conveniently applied 
and mixed with a soluble medium, menthol and carbolic acid, 2 per 
cent, of each in this form, being of much value. Fainting the affected 
areas with a solution either of carbolic acid, iodine, or nitrate of silver, 
frequently controlled the severity of the itching. Lastly, antiseptic 
absorbent dusting powders should be freely applied, care being taken to 
prevent the formation of crusts, which always added to the distress of 
the patient. 

Mr. WiLLMOTT Evans said that there were only two points which 
he wanted to mention, the first being the question as to whether there 
was such a disease as dermatitis herpetiformis. There w'ere certainly 
typical cases which corresponded with the classical description, cases 
which were perfectly distinct in appearance and character from pem¬ 
phigus. And there were cases which completely filled up the interval 
which was held to separate the two diseases; so that it was very 
difficult to draw a sharp line between them. He regarded the 
conditions under these names as two extremes of what was probably 
the same disease, though that did not mean he considered dermatitis 
herpetiformis was always due to a single cause. Probably most of the 
cases were toxic in origin. He would not like to say that none were 
infective, though by that he did not mean they were due to local 
infection by micro-organisms. He thought it likely that some internal 
blood infection was responsible for the skin lesions, either directly or 
through the nervous system. Secondly, with regard to treatment, all 
who had had experience of the disease recognised that arsenic was 
of extreme value in many cases; in fact, it seemed to be almost the 
only drug which would give a measure of comfort to these patients. 


Half-pastille doses once a week and repeated. 
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There was, however, another drug, not mentioned by any previous 
speaker, which he considered of equal value, and that was antimony, 
which might either be alternated with arsenic or combined with it; 
3 minims of the vinum antimoniale might be given, and it might be 
increased to 10 or 15 minims if the patient was kept in bed, without 
producing any harmful effects; yet it had a marked influence on the 
disease, especially in allaying the itching. 

Dr. S. E. Doke said that he had noticed a statement recently, in 
one of the American journals, that Duhring himself had seen only 
twenty cases of dermatitis herpetiformis in fifteen years. If that were 
so. Dr. Graham Little was to be congratulated on having seen thirty 
cases, and it was not to be wondered at ^hat some of them were ham¬ 
pered in this discussion by the small number of cases they had had the 
opportunity of observing. As far as his experience went, dermatitis 
herpetiformis was more common in private than in hospital practice, 
and this fact, taken with others, might point to a neurotic origin of the 
disease. He was particularly interested in Dr. MacLeod’s reference 
to the occasional association of dermatitis herpetiformis with herpes 
zoster, and thought it possible that as the latter disease was due to 
a gross lesion of the posterior root ganglia, so dermatitis herpetiformis 
might be due to an undiscovered lesion of the peripheral nerves or 
nerve-endings. Another interesting fact was that dermatitis herpeti¬ 
formis could, in some cases, be controlled by exact doses of arsenic. 
He had had the opportunity of observing a case of Dr. Pringle’s in the 
Out-patient Department at Middlesex Hospital, in which the patient, 
a young man, had severe dermatitis herpetiformis, and whose eruption 
was immediately controlled by doses of 6 minims of arsenic three times 
daily, smaller doses being quite futile in preventing outbreaks of the 
eruption. There were, in medicine, many parallel cases of diseases 
being controlled by drugs, such as epilepsy by bromides, myxoedema by 
thyroid substance; and although there were other explanations of this 
action, it was possible to conceive that there might be a deficient 
secretion in patients with dermatitis herpetiformis, the production of 
which was stimulated by the administration of arsenic. A point upon 
which he thought insufficient stress had been laid in differentiating 
dermatitis herpetiformis from pemphigus was the maintenance of good 
general health in the subjects of the former disease. They were weakly 
and neurotic, but were usually able to get about and do their ordinary 
work; whereas the subjects of pemphigus were often bedridden and 
showed symptoms of severe systemic infection. 
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Dr. F. Pabkes Webeb said that, granting the existence of dermatitis 
herpetiformis as a disease, he would like to ask whether they could 
recognise any local conditions which might be regarded as minor forms 
of the disease. He would first allude to the conditions which had been 
described as recurrent herpes zoster, or as rare varieties of catarrhal 
herpes. He had become acquainted with a few such cases in women, 
and possibly the attacks, which might go on occasionally recurring for 
years, in the gluteal region, for instance, might be regarded as con¬ 
stituting a minor and localised form of dermatitis herpetiformis. In 
May, 1907, he saw a woman, aged 63, of a rather nervous type, who 
had marks on the right gluteal region which resembled the remains of 
a mild attack of herpes zoster. She said she was subject to such 
(herpes-like) attacks, which were always localised on the right gluteal 
region. Her first attack had occurred about thirty years previously 
after a severe illness (diphtheria). At one time, however, she had 
remained free from the attacks for several years. The eruption was 
usually preceded by neuralgic pains, chiefly in the right leg, but not 
in the buttock itself. The eruption usually lasted a few days and 
formed scabs. A woman, aged 57, whom he saw in July, 1907, had a 
patch of herpes on about the middle of the right buttock, and she told 
him that she had had a similar patch in the same position in July, 1906. 
A delicate-looking woman of nervous type, aged 46, whom he saw in 
August, 1909, had three herpes-like clusters about the centre of the left 
buttock. She had had similar attacks resembling herpes zoster on the 
left buttock and left leg, once two years previously in London and once 
six years previously in Italy. On each occasion he believed the eruption 
lasted about three weeks. He had heard privately of cases of recurrent 
eruptions resembling herpes, of various distribution. A young medical 
friend of his had told him that he was liable to a vesicular herpes¬ 
like eruption on both hands (ulnar distribution), which tended to occur 
about August. Many recorded cases of apparently “recurrent herpes 
zoster ” were referred to in an annotation in the Lancet, April 12, 
]902, p. 1060. In his paper on “Eecurrent Herpes of the Buttock.”^ 
Dr. H. G. Adamson regarded the cases he referred to as belonging to 
the catarrhal or febrile class of herpes rather than to true herpes zoster, 
and to the same group he assigned certain cases of herpes of the fingers.^ 
Amongst other papers on recurrent herpes of the buttocks and various 
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‘ Brit, Joum. Derm.^ 1911, xxiii, p, 322. 
® Ibid,, 1909, xxi, p. 823. 
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parts of the body were those by Dubreuilh and Dorso (1901), Dubreuilh 
(1905 and 1907), E. Delabost (1909), and Leclerc and Colombet (1909). 
In his paper on “ Menstrual Eruptions,” * Paul Opel referred to various 
cases of recurrent gluteal herpes, &c. 

Another class of case was that already referred to by Dr. W. K. 
Sibley—namely, “recurrent neurotic ulcers of the mouth.” He had 
seen one or two cases himself and could confirm Dr. Sibley’s description 
of that condition. Besides Sibley’s writings on the subject he had 
come across an excellent account by Loblowitz.* 

Thirdly, the minor forms of recurrent summer eruption affecting 
the back of the hands, and known as so-called “ summer prurigo ” or 
“ summer acne,” might be mentioned in this connexion. Although 
such eruptions were often slight, they might worry the patients 
considerably. 

With regard to arsenic. Dr. Weber had seen it produce typical 
herpes zoster on the right side of the chest, together with a generalised 
vesicular eruption of the trunk when it was being given to a patient 
for Hodgkin’s disease.® He could therefore quite well believe that 
arsenic might have been regarded as capable of producing a kind of 
dermatitis herpetiformis. 

Dr. A. E. Stansfeld said that he would like to make one remark 
with regard to eosinophilia. Speaking from a general pathological 
experience, eosinophilia was a feature of a number of diseases; it was 
common in asthma and in infection by animal parasites, in bullous 
eruptions, and in some cases of urticaria. But his experience was 
that it was very inconstant in those conditions, even in such a well- 
defined disease as echinococcus infection. Therefore he thought one 
ought not to attach much importance to it in defining a particular 
disease. 

The President said that he must admit that when he asked 
Dr. MacLeod to open a debate on the “ pemphigoid ” eruptions he 
had in his mind all primarily and essentially bullous eruptions which 
could not be clearly attributed to a definite microbic infection—such as 


‘ Dertn, Zeitsclir., Berl., 1908, xv, p. 91. 

* Arch./. Derm. u. Syph., 1910, cii, p. 191. 

* See F. P. Weber, “The Occurrence of Acute Pneumonia during Treatment with 
Arsenic,” Brit. Med. Journ., February 15, 1913, p. 337 (Case II). 
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was the case with acute febrile pemphigus, the causal factor of which 
was the diplococcus of Demme, on which so much good work had been 
done in this country by Pernet and Bulloch. 

In directing his observations almost exclusively to the disease 
generally known as dermatitis herpetiformis, Dr. MacLeod had, of 
course, the supreme authority of Besnier — whose view had been 
adopted by our own great Colcott Fox — but the speaker could not 
but think that such a restricted conception was regrettable as not fully 
representing the great field of their total—or nearly total—ignorance of 
the whole subject from the setiological standpoint, on which alone true 
and sound distinctions must be based. 

In the course of his admirable address Dr. MacLeod had, however, 
practically met this rather academic criticism by touching upon various 
points in a manner that showed that his definition was more of a 
working hypothesis than a confession of scientific faith. Everyone 
with any experience of dermatology would agree that the three cardinal 
features usually ascribed to Duhring’s or Tilbury Fox’s disease were so 
frequently associated as to constitute a very definite morbid picture 
recognisable to all as a definite clinical entity, and he held that it would 
be a retrograde step to abandon the generally adopted modem acceptance 
of this conception. He was able to endorse Sir Malcolm Morris’s view 
that well-defined cases of classical type were certainly more frequent 
twenty years ago than they were now, and incidentally he shared Sir 
Malcolm’s opinion that they were and probably would be again common 
during these times of national stress, as they had been during the Boer 
War. But of late years, both in hospital and private work he had 
certainly seen more cases which it had been impossible for him to- 
definitely classify—that was, cases in which the borderland between 
dermatitis herpetiformis and other forms of non-microbic pemphigoid 
eruption was transgressed in various directions. 

There could be, he thought, no doubt that the name of dermatitia 
herpetiformis had been bandied about far too indiscriminately, and 
he confessed to a certain amount of innocent merriment at frequently 
having seen at meetings such as this some .cases pronounced by one 
authority to be typical cases of dermatitis herpetiformis and by another 
equally well accredited observer as characteristic pemphigus. For his 
own part, he knew typical dermatitis herpetiformis “ by sight ” ; he did 
not know typical pemphigus in the same sense. 

This discrepancy of opinion had been most frequently manifested 
in cases of pemphigoids occurring in children, and he shared the view 
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of Dr. MacLeod and other speakers, that many of these, which con¬ 
stituted the artificial group of “ hydroa puerorum ” (or rather hydroa 
infantum), were really vesicating urticarias. 

The intensity of itching which accompanied the most typical cases 
of dermatitis herpetiformis varied within very wide limits, the agony so 
graphically described by Sir Malcolm Morris representing its extreme 
severity. But in many distinct cases itching might be trivial. He had 
never seen a case in which actual pain, as emphasised by Brocq, had 
been a prominent feature. 

He looked upon the prognosis of dermatitis herpetiformis as attended 
by much greater gravity than was usually attributed to it. In the debate 
held in 1897 he had recorded two deaths: one in a lady aged over 70, 
who died of exhaustion from a universal bullous pemphigus, although the 
initial lesions were those of characteristic dermatitis herpetiformis; the 
other in a woman who had suffered many years from hydroa gestationis 
and who died of perforation of the intestine. Within the last year he had 
seen a precisely similar occurrence in a man, aged 58, whose primarv 
lesions were mistaken for herpes zoster by an extremely competent 
physician ; when he came under his observation he was as typical a 
dermatitis herpetiformis as fancy could picture ; but his lesions rapidly 
became equally typical pemphigus and involved the mucous membrane 
apparently from mouth to anus only during the last month of his life. 
He died of perforation of the intestine after an illness lasting only 
a little more than four months. There was, unfortunately, no autopsy, 
but the cause of death was testified to by an authoritative physician 
who attended the case with him. 

The other fatal case he had seen within the last ye.ar occurred 
in a middle-aged lady, a well-known artist, whose typical dermatitis 
herpetiformis lesions became markedly vegetative, and he*- disease 
proved fatal in six months; but he had no knowledge of the 
immediate cause of death. 

One case common to Dr. Whitfield and himself in hospital practice 
presented at times fairly typical dermatitis herpetiformis, but at others 
her lesions, in their general characters, distribution, &c., were equally 
typical of pemphigus vegetans. There seemed now to be a conseisus 
of opinion that eosinophilia was of little value as differentiating dermattis 
herpetiformis from other pemphigoids; but on two occasions he hid 
oddly enough, found its absence of assistance in convincing dubi.us 
practitioners that their cases were examples of dermatitis artefacta nd 
not of the condition the Section was discussing. In one of these cses 
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the simulation of the disease, assisted by poulticing and other ill-selected 
procedures in a nursing home, was extraordinarily successful. 

Dr! MacLeod had, he thought, made a point of importance in saying 
that mild cases of dermatitis herpetiformis were often mistaken for 
eczema. In his experience the error was of frequent occurrence, but 
unfortunately its rectification brought little relief to the patient and as 
little satisfaction to the attendant physician. 

On the subject of the pathogenesis of the pemphigoid eruptions 
he was inclined to entertain novel ideas, although he admitted the 
supreme importance of shock as a factor, but probably as an indirect 
one. He thought he had considerable evidence that many cases, he did 
not say all, were due to autogenous toxins originating in the alimentary 
canal. The evidence he possessed was certainly clearest in cases 
approaching the vesicating urticarial type; but he had notes of a few 
typical ones occurring in persons suffering from so-called “ colitis,” 
in which each successive outbreak of true dermatitis herpetiformis 
had been preceded or accompanied by emphatic aggravation of their 
gastro-enteric disturbance, almost invariably accompanied by peculiarly 
fetid stools, and in which a course of treatment by injections of 
autogenous Bacillus coli vaccines—in conjunction, of course, with other 
appropriate general and local measures—had yielded results of the most 
encouraging nature. 

Dr. MacLeod, in reply, thanked the President and Sir Malcolm 
Morris for their kind remarks with regard to the opening paper, and 
the other members of the Section for their valuable contributions 
to the discussion. 

Sir Malcolm Morris h^ drawn attention to a most important point 
in connexion with the diagnosis of dermatitis herpetiformis—namely, 
that the vesicles were usually deeply seated. This feature had been 
observed from time to time in the clinical descriptions, and corroborated 
by several writers on the histo-pathology, who had found that the 
vesicles were situated not in the epidermis itself—as in eczema—but 
more often immediately beneath it, with the whole of the epidermis 
for a roof. 

Dr. George Pernet had taken exception to the term “ pemphigoid,” 
and with this criticism the speaker was in complete agreement. It 
seemed to him that there were few terms ending in “ oid ” which were 
satisfactory, and that it would be no great loss to medical literature 
if they disappeared ; still, the term had been employed in a restricted 
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sense by Besnier, Colcott Fox, and others, and on their authority had 
now come to be recognised as referring to that type of case which at 
the present time was most commonly placed under Duhring’s heading 
of “ dermatitis herpetiformis.” With regard to Dr. Pernet’s opinion 
that the eruptions classified under this heading were not due to one 
cause and were not variants of one morbid entity, as the cause was at 
present unknown there was no answer to the first of these views; but the 
speaker was of opinion that, in the present state of our knowledge, the 
clinical features of the eruption suggested a common morbid process, and 
that the differences met with in them could be most easily explained as 
variations in degree of intensity in one type of cutaneous reaction, which 
might be modified by secondary considerations such as traumatism, the 
inoculation of micro-organisms, and the peculiarities of the affected skin. 

Dr. Sibley believed that the complaint was a tropho-neurotic con¬ 
dition, and in corroboration of this view referred to the cases in 
pregnant women. .The speaker did not consider that the setiological 
connexion between pregnancy and this class of eruption necessarily 
proved a tropho-neurotic origin, as the relation might be equally well 
explained on the ground of a toxsemia probably acting indirectly on the 
skin through the nervous system. With regard to the employment of 
morphia in cases of this type, the speaker had not recommended it; he 
had simply referred to it among other drugs which had been occasionally 
used with reported benefit. He had recently seen in consultation an 
old-standing case of dermatitis herpetiformis, associated with the most 
intense subjective symptoms, amounting at times to pain. The patient, 
a lady, had been confined to bed for several weeks on account of the 
severity of the attack, and was much reduced and in a seriously neurotic 
condition from want of sleep; in consequence he had recommended 
large doses of salicin. About a fortnight later he had seen the prac¬ 
titioner in charge of the case, a most reliable observer, who reported 
that she had obtained no benefit from the salicin, but that on his own 
responsibility he had given a hypodermic of morphia which had resulted 
in a considerable improvement, which had been maintained. He was 
quite in agreement with Dr. Sibley that the employment of morphia as 
a routine treatment in such cases was strongly to be deprecated, but 
considered that its occasional use under proper medical supervision 
might be advisable should the severity of the symptoms demand 
powerful measures. 

Dr. Stowers, in discussing the relation of eosinophilia to derma¬ 
titis herpetiformis, referred to the statement that eosinophiles were 
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abnormally abundant in some cases of leprosy. This had not been the 
speaker’s experience, and he was inclined to think that the reported 
increase must be due to some individual peculiarity, and was not in any 
way a constant feature or significant of the disease. With regard to the 
sex-incidence of dermatitis herpetiformis, the cases analysed had shown 
the disease to be equally common in males and females. Dr. Stowers 
had misunderstood the speaker, as the figures referred to by Dr. Stowers 
should read “ of the twenty-four cases reported by Meynet seventeen 
were in males and seven in females.” There was some doubt, however, 
about those cases, as they occurred in children, and the speaker was 
in agreement with Dr. Adamson that the majority of the cases which 
had been described as dermatitis herpetiformis in children were really 
examples of chronic pemphigus. 

With regard to Dr. Whitfield’s protest against the idea that all cases 
of pemphigus which were pruritic were in reality dermatitis herpeti¬ 
formis, the speaker was inclined to adhere to the opinion that, in the 
present state of knowledge, the occurrence of intense itching should 
be regarded as pathognomonic' of dermatitis herpetiformis in differ¬ 
entiating it from chronic pemphigus. He agreed with Dr. Whitfield, 
however, that the presence of eosinophilia and the therapeutic reaction 
with arsenic were of no value in diagnosing it from that affection. 

In reply to Dr. Little’s criticism of the omission of recurrence as a 
cardinal feature of the eruption, the speaker had done this purposely, as 
it was also a characteristic of chronic pemphigus, which he believed to 
be a different disease, but he had referred to it in his note on the course 
of the affection. He did not think that the classification suggested by 
Dr. Little was adequate, as according to it chronic pemphigus and 
dermatitis herpetiformis were included together under Tilbury Fox’s 
old name of hydroa pruriginosa, the objection being that in the papular 
type of dermatitis herpetiformis the name ” hydroa ” was inappropriate, 
while in his experience chronic pemphigus was not pruriginous. He 
also considered that the grouping of the two affections under one 
heading was a retrogression rather than an advance. He was at one 
with Dr. Little in attaching no importance to eosinophilia either as a 
means of differentiation or as an index of the severity of the symptoms. 

He did not agree with Mr. Willmott Evans that the occurrence of 
intermediate cases which seemed to form connecting links between 
chronic pemphigus and dermatitis herpetiformis could be taken as 
sufficient evidence that there were not two diseases, any more than that 
the cases of seborrhoeic dermatitis which were difficult to diagnose from 
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psoriasis proved, as had been asserted, that psoriasis and seborrhceic 
dermatitis were variants of the same affection. 

He had not had the same experience as Dr. Dore that dermatitis 
herpetiformis was more common in private than in hospital practice, 
and believed that any apparent preponderance might be due to private 
patients seeking advice more readily for mild degrees of it than patients 
of the hospital class. 

Dr. Parkes Weber had drawn attention to the cases of so-called 
recurrent herpes zoster. These the speaker did not regard as minor 
forms of dermatitis herpetiformis, but believed them to belong to the 
class herpes febrilis. The recurrent ulcers of the mouth referred to by 
Dr. Sibley and Dr. Parkes Weber he also believed to be unconnected 
with dermatitis herpetiformis and more nearly related to febrile herpes, 
and possibly caused reflexly in some instances by a disturbance of the 
gastric mucosa. 

In his remarks the President had referred to the too indiscriminate 
employment of the diagnosis of dermatitis herpetiformis, and with this 
the speaker was in entire agreement, as he had from time to time seen 
cases exhibited under that heading which did not present the cardinal 
features as described by Tilbury Fox and later by Duhring. He had 
also pertinently pointed out that certain mild cases were liable to be 
missed and placed under the heading of eczema. The speaker was also 
in agreement with the President in regard to an autogenous toxaemia as 
a most important factor in the pathogenesis, and was much interested 
in his reference to the cases in which the disease had been associated 
with some form of gastro-enteric disturbance. 



Dermatolodtcal Section. 

June 17, 1915. 

Dr. J. J. Pringle, President of the Section, in the Chair. 


Case of Mycosis Fungoides ; Tumours appearing during 

X-ray Treatment. 

By E. G. Graham Little, M.D. 

The patient was a lady, aged 25. For three years she had suffered 
from a scaly eruption of the limbs and trunk, rather more plentifully 
distributed on the flexor surfaces, which had been diagnosed as psoriasis 
by several general practitioners. Various treatments had been applied, 
including chrysarobin, but without permanent success. Itching had 
not been a marked feature prior to the application of X-rays, which had 
apparently effected a remarkable change in the conditions. This treat¬ 
ment, devised for the “ psoriasis,” had been commenced in the middle 
of February of this year by a general practitioner in North London, 
who had given exposures over the whole surface of the body, in dosages 
which could not be ascertained, at intervals of a week or fortnight, the 
actual dates being February 16 and 23, March 9 and 23, April 6, 20, 
and 27, May 4, 11, and 19. During the course of this treatment—but 
not before it was undertaken—glandular enlargements in the axillse, 
on the trunk three inches below the axillse, in the neck and in the groin, 
were noted. It was deemed advisable to apply extra doses to these 
swellings, but as, notwithstanding, they increased in size and a tumour 
appeared in the pubic region, the patient consulted Dr. Godfrey, 
of Finchley, under whose care she had been at some time previous 
to the application of X-rays, and the exhibitor saw the patient in 
consultation with Dr. Godfrey on May 26, when the diagnosis of 
mycosis fungoides was proposed. At this date there was a tumour 
the size of a small walnut on the right side of the mons veneris, with 
unbroken surface, and another much smaller swelling the size of 
a Barcelona nut, on the anterior wall of the left axilla. On the neck, 
the upper arms, the chest and abdomen, there were some circinate scaly 
JY—1 
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patches, very reddened and infiltrated, and bearing signs of intense 
itching. The scalp was extremely scurfy all over. The face was puffy 
and red, and there was a general redness over the greater part of the 
body, which, as it had not been present before application of the X-rays, 
was ascribed to this cause. The entire surface was tender, so that 
combing the hair, for example, was a painful operation, and the patient 
found difficulty in obtaining comfort in any posture, while her sleep was 
disturbed. She was seen again on June 15, when all these symptoms 
were accentuated, and the tumour in the wall of the axilla had grown 
to the size of a tangerine orange but was still unbroken ; a new tumour 
which had reached the size of a walnut had made its appearance on the 
back of the neck, and there were some small new tumours elsewhere. 
The patient was menstruating and did not wish to show the pubic 
tumour, which was reported to be steadily growing larger. There WM 
general enlargement of glands. 

It was, of course, open to doubt the diagnosis of psoriasis, and it was, 
in fact, probable that the earlier manifestations of disease which had 
been regarded as psoriatic had been really premycotic stages of mycosis 
fungoides. Howard Fox had, however, reported an instance of develop¬ 
ment of mycosis fungoides in an undoubted case of psoriasis, so that the 
metamorphosis was not unprecedented. But the interest of this case was 
enhanced by the very definite history vouched for by Dr. Godfrey, a 
practitioner of great experience, that there had been no glandular or 
other swellings until the application of the rays, and it seemed significant 
that the tumours had in fact appeared in areas where additional dosages 
of the rays had been given. Under these circumstances, which were 
sufficiently disconcerting, the exhibitor had not thought it wise to 
recommend the continuance of X-ray treatment, which might otherwise 
be one’s first resource in such a case. 

The general consensus of opinion expressed at the recent debate on 
mycosis fungoides seemed to be that X-rays were palliative rather than 
curative of the disease; Dr. Galloway had voiced a very general opinion 
in his summing up: “ Considerable doubts evidently remain as to the 
possibility of cure by means of X-rays. There was no doubt that cases 
had recurred after the use of X-rays. Possibly the safest line in X-ray 
treatment was to confine it to the destruction of the actual tumours as 
they appeared.” ^ In this case the greatest growth had been in parts 
treated with the rays, so that even the very limited use recommended by 
Dr. Galloway seemed undesirable. 


Proceedings^ 1914, vii, pp. 215, 21G. 
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DISCUSSION. 

The President did not think that, on the whole, the original diagnosis of 
psoriasis held good. Among other points, the lesions were almost entirely 
flexural in distribution, while the tips of the elbows and the knees were 
markedly imafifected. He was personally of the opinion that the early eruption 
was a so-called “ pre-mycosic ” one. But he invited an expression of opinion 
as to the r6le played by X-rays in the production of the tumours, which he 
believed to be nil; and, arising out of that, the question occurred whether the 
continuation of treatment by X-rays would be justifiable. The number of the 
tumours and the extensive erythrodermia seemed to him to contra-indicate 
operation. He would expressly exonerate the practitioner from any blame for 
using X-rays in the case, and, indeed, he regarded such treatment as the only 
possible means of arresting or mitigating the severity of the disease. 

Dr. Sibley said the wording of the title of the case gave the impression 
that Dr. Little considered the X-rays to have been the cause of the mycosis 
fungoides. He (the speaker) would suggest that the X-rays were a coincidence 
and that the patient had had a pre-mycosic dermatitis, for she said the rash 
had been very irritable for many months and was on the flexor surfaces: it 
had not been psoriasis. He did not consider she now had any evidence of 
X-ray dermatitis; the inflammation was fairly evenly distributed and nowhere 
localised. He advised pushing doses of X-rays on the tumour areas. 

Dr. G. Pernet had no doubt as to the case being one of mycosis fungoides 
throughout. The fact that the tumours had developed after the application of 
X-rays he regarded as an accidental circumstance, not as a sequence of cause 
and effect. It was evidently a virulent case, as the tumours were forming 
rapidly. He recommended pushing the rays as practically the only method 
of treatment. He did not recommend salvarsan, as it was not successful in 
a somewhat similar case of his own. He thought it would bo a help first of all 
to remove the tumours surgically. 

Dr. Dore said it was diflicult to explain the apparent failure of the X-rays 
unless one knew the details of the treatment. His view was that the tumours 
had appeared not because of, but in spite of the X-rays; and he thought it 
would be a pity to withhold the most eflBcacious form of treatment known for 
this disease. 

Dr. Sequeira agreed that the outbreak of tumours was fortuitous; he did 
not regard it as connected with the application of the X-ray treatment. He 
also recommended the pushing of X-ray treatment. 

Dr. Adamson said that he would continue the X-ray application as that 
treatment was the only one which offered any hope of a cure. But he thought 
it would be well to ascertain first of all what doses of rays had already been 
given. 
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Dr. Graham Little, in reply, thanked members for their views, but the 
impression was so strong in the mind of the patient that the rays were the 
cause of the tumours, that any untoward progress would be attributed to the 
rays; hence he did not feel inclined to follow the advice tendered. 

Case of Acute Striae Atrophica:. 

By E. Laming Evans, F.K.C.S. 

(Introduced by P. S. Abraham, M.D.) 

The patient, aged 19, was a soldier who was wounded by a rifle 
grenade, in France, on March 12 last. He was admitted into the 
Orthopaedic Hospital on April 12 with two discharging sinuses below 
and external to the left nipple. He was radiographed a few days later. 



Acute striae atrophicae in a case of shrapnel wound of the thorax. 
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and on April 17 an operation was performed, a piece of metal being 
extracted from the lower sinus. The wounds made satisfactory progress. 
The patient was allowed up, but about five days later—i.e.. May 26—^he 
began to complain of severe headache, with a temperature of 100° F., 
and was therefore sent back to bed. There were no physical signs in the 
chest, abdomen, or central nervous system to account for his headache, 
but within a few days of his return to bed curious skin lesions made 
their appearance on the posterior aspect of the right lower chest and 
lumbar regions, and to the left of the mid-line in the lumbo-sacral 
region. The lesions consisted of areas of localized atrophy of skin 
running mostly horizontally, the floor of each area being pink with fine 
vessels like scar tissue ; they strongly resembled striae gravidarum. The 
patient complained of pain in the region of their distribution. The 
atrophic areas all appeared within two or three days, and after that 
no fresh lesions were observed. Headaches persisted for about a fort¬ 
night, and the temperature varied between normal and 101*2° P. during 
this time, the lesions meanwhile becoming much paler. The blood 
showed moderate leucocytosis; Widal’s reaction and the Wassermann 
reaction were negative. The urine was normal. The patient had 
always had very good health, and gave no history of any serious illness. 


DISCUSSION. 

The President thought the lesions would be most correctly described as 
linese or strise atrophicse. In true acute atrophodermia (as the case bad been 
named) there were extensive areas of atrophy of skin, preceded by patches 
of redness (not streaks), the nature of which it was usually impossible to 
determine. The severest case of the kind exhibited he had ever seen was 
in a middle-aged man who seemed otherwise in perfect health, but was 
neurasthenic and somewhat hysterical. He had not bad typhoid fever, nor 
any ascertainable toxaemia. He had the condition to an extreme degree 
over his trunk, thighs, buttocks, and shoulders, but it was not connected 
with sudden disappearamce of fat or any pre-existent stretching of the skin. 

Dr. H. G. Adamson thought it a typical case of striae atropbicae, though 
the distribution was unusual. 

Dr. F. Parkes Weber said he considered this to be anatomically an 
absolutely typical case of striae atropbicae, or, as some preferred to call it, 
“ lineae atropbicae.” In most cases the condition was the result of distension 
of the skin by oedema or fat, but in the present case the aetiology was obscure, 
and the distribution was nearly unilateral, affecting the thoracic and lumbar 
regions of one side. He had seen two such cases in which the striae atropbicae 
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were quite or mainly unilateral, but in both there was intrathoracic disease 
present. Dr. H. D. Bolleston ^ published an illustration of a case in which 
the striae atrophicae (more numerous on one side than on the other) were 
associated with malignant disease of the pleurae and peritoneum. In regard 
to Dr. Adamson's remarks, he did not think there was any connexion between 
striae atrophicae and macular atrophy of the skin ; he regarded them as totally 
diJBFerent states, so much so that, if the two were seen in the same patient, 
he would regard the association as a chance coincidence. He suggested that 
in the present case the almost unilateral distribution of the striae might be 
accounted for. The patient had had a severe wound with fever and con¬ 
stitutional symptoms which, like typhoid fever and pneumonia and cachectic 
conditions in general, in some unknown way favoured the development of 
cutaneous striae atrophicae. The position of the patient in bed probably 
determined the localization of the striae by rendering the skin more tense 
on one side than on the other. 

Dr. Graham Little said this case was very much like one he showed 
at the Section ® in a schoolboy from Haileybury, whose attack came on after 
mumps. He had striae in much the same position, only lower down and on 
both sides; the condition came on acutely. 

Dr. P. S. Abraham said that Mr. Laming Evans kindly asked him to see 
this case a few days after the lesions appeared. “ Lineae" or “ striae atro¬ 
phicae " were, of course, usually the* result of some abnormal distension or 
stretching of the skin during pregnancy or after a rapid fatty or other growth 
beneath the skin—they were, in fact, “ symptomatic." Nothing of the kind, 
however, took place in this case; the atrophic lines were “ idiopathic." Acute 
cases of the kind were extremely rare on the back, and very few had been 
so far recorded. The case most resembling the present one was described in 
the British Journal of Dermatology in 1891,® by Dr. Barrs, of Leeds, the con¬ 
dition following an attack of pneumonia, the strias appearing in the lumbar 
region and being accompanied with considerable pain. Several others had 
been seen after typhoid fever—in the emaciated skin of the abdomen, and 
more often on the thighs. In this case it was difficult to connect the lesions 
which were situated in the right dorso-lumbar region with the shrapnel wound 
of the left side of the thorax; nor could they put them down to any recent 
acute constitutional disease. The patient was inoculated against enteric last 
October. A skiagram of the left side of his chest was taken a month before 
tbe condition appeared, but it was not likely that that had anything to do 
with it. He particularly asked the Sister of the ward whether the man was 
accustomed to lie on that part of the body or to scratch or press upon the skin 
there with his fingers, and the answer was in the negative. 

' H. D. Rolleston, “ Case of Remarkable Strice Atrophicae due to Cachexia,** Brit. Med. 
Joum., 1908, i, p. 494. 

* Brit. Joum. Derm., 1912, xxiv, p. 70. 

* Brit. Joum. Derm., 1891, iii, p. 162. 
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Dr. David Walsh thought that if that kind of lesion was due to lying 
for a long time in one position it should be extremely common; he did not, 
however, remember having seen a case of the kind before. In this case he 
presumed it was connected with the wound, and probably great violence had 
been applied to the left ribs. There might be some question of the occurrence 
of contre-ccmp on the right side, and of the diffused force injuring the nerve 
terminals or arteries, or nerves or other tissues, and in that way producing 
a series of subcutaneous scam without definite anatomical distribution. 


Case of Oriental Sore (after Treatment). 

By P. S. Abraham, M.D. 

The patient, a young man, went to the Persian Gulf last October, 
and in February he observed small sores on his leg and arm, which he 
attributed to mosquito bites. These increased in size, and he was 
advised by his friends to consult a native doctor, who applied some 
powder; but the lesions increased in size and became crusted ulcers. 
Five weeks ago the one on the leg measured 3i in. by in., the 
other on the arm was slightly smaller; they both had a sinuous out¬ 
line and were thickly covered with a dark crust. He scraped them 
thoroughly with a spoon, and immediately afterwards applied pure 
phenol with a brush, as he had adopted those measures with success in 
a similar case some years ago. Most people who saw this case had an 
idea that it was syphilitic; but oriental sore, of course, had nothing to 
do with syphilis. These sores were due to inoculation with Leishman- 
Donovan bodies, probably through some insect or intermediate host. 
After the operation, he sent the material to Dr. E. H. Boss for examina¬ 
tion, but it was unfortunately lost. The scars left by the lesions were 
typical; they were slightly depressed, and as in this case often pig¬ 
mented. There was an idea in the East that a single attack prevented 
a recurrence. The patient informed him that at Buzrah the people 
called them “ date sores,” as they were particularly common in the date 
season. 

Dr. Abraham had to thank Dr. Sortain Hancock for the opportunity 
of seeing and treating the case. 
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Case of Pigmentation of Skin for Diagnosis (? Arrested 
Addison’s Disease). 

By J. A. Nixon, M.B. 

The patient was a man, aged 33, in whom spontaneous universal 
pigmentation had developed during the last six years, until, at the 
present time, the whole body was of a dark brown tint, resembling the 
skin of a native of India. The man dated his condition from an attack 
of dyspepsia, with neurasthenic symptoms, six years ago. Immediately 
afterwards he noticed a gradual bronzing of the skin which was exposed 
to sunlight; and exposure to the sun always increased the intensity 
of the pigmentation. During the winter, or whenever he stayed 
indoors, there was a slight fading. There was also staining of the 
mucous membrane of the cheeks and tongue. At present there were 
no other signs of disease about him; no syncopal attacks nor asthenia, 
and no loss of weight. The exhibitor associated the condition with an 
attack of acute dyspepsia. Possibly at that time there was an inflam¬ 
matory lesion which involved the region of the suprarenals and the 
solar plexus. 


DISCUSSION. 

Dr. Sequeira said that in 1910 he showed a man, aged 30, suffering 
from melanodermia, closely resembling the condition of Dr. Nixon's patient.* 
The interest of his case lay in the fact that the blood was typical of pernicious 
anaemia. The patient was extremely wasted, and lost all his hair and nails. 
Blood examination showed that only 1,135,000 erythrocytes, and poikilocytes, 
normoblasts and megaloblasts were present. The Section would be interested 
to know that under injections of arsacetin the condition of the blood 
gradually improved, and ultimately the red cells increased to the number 
of 6,000,000. The skin itched intensely and blebs formed. The patient 
had been seen recently and was now quite well. The pigmentation had 
disappeared and the hair was well grown. In reply to Dr. Parkes Weber, 
Dr. Sequeira said he had considered the case to be due to adrenal disease. 
He suggested that Dr. Nixon should make regular examinations of the 
blood-pressure in his patient and observe the effect of the administration of 
adrenalin. 

Dr. F. Parkes Weber suggested that the illness six years ago 
was not ordinary dyspepsia, but was a severe affection of the suprarenal 


' Brit. Journ. Denn., 1910, xxii, p. 391. 
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capsules, giving rise to vomiting and asthenia, as met with in Addison's 
disease. Gradually compensation had been developed and the patient had 
more or less recovered from the most severe and dangerous symptoms of the 
suprarenal (Addison’s) disease. The most striking symptom of Addison’s 
disease was, however, the pigmentation of the skin and mucous membrane 
of the mouth. This had progressed to an extraordinary extent in the present 
case, in spite of the patient’s recovery from the graver symptoms (vomiting and 
asthenia). It was noteworthy that in the most acute forms of Addison’s 
disease pigmentation might be quite or almost absent, though it might 
gradually develop later on if the patient survived long enough. 

Dr. Abraham said that some years ago he was asked to see a somewhat 
similar case, an old man, an Englishman, who was even blacker than this 
patient; be looked more like a negro; the hands and all the upper part o^ 
the body were black. His first view was that the condition was argyriasis, 
but he could find no evidence of this nor of any other disease. With the 
exception of the discoloration, the man apparently was, and had been, in 
perfect health. He died a year or two afterwards of bronchitis. Permission 
for a post-mortem examination could not be obtained. 

Dr. Walsh said the picture presented by this case did not at all correspond 
with Addison’s disease in its typical form; reversion to an ancestral type of 
skin might be considered as an alternative explanation. The pigment in the 
deep cells of the epidermis possibly pointed to the time when our remote 
ancestors were black; he had not heard of any other explanation of the 
presence of pigment in the epidermis. It was admitted that some other skin 
conditions, such as ichthyosis, might be an expression of atavism. 

The President, referring to Dr. Walsh’s remarks, said that the patient 
had never had any coloured ancestors; even if he had, their mucous 
membranes would not have been coloured or pigmented as his were. He 
had thrown out the suggestion, which he was glad to hear so ably supported 
by Dr. Parkes Weber, that the case was one of arrested Addison’s disease. 
He had an example of a similar occurrence under his observation at the 
present time in a man, aged 27, who had all the signs and symptoms 
of unquestionable Addison’s disease three years ago, but these had apparently 
undergone spontaneous arrest about a year ago. The patient was a Hindu, 
but the tint of his skin had assumed that of a negro, whilst the pigmentation 
of his gums and oral mucous membranes was very dark. A course of 
treatment for recent syphilis by salvarsan and mercury had provoked no 
fresh symptoms of his original ailment. 

Dr. Sibley said the man told him he had black gums long before 
the discoloration of the skin commenced. He evidently had, at one time, 
or still had, lichen planus, which had been called shingles, over his back, and 
there were several typical deeply pigmented lesions of lichen planus about on 
other regions. He was not prepared to say this had anything to do with the 
general pigmentation. 
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Case of Morphoeic Sclerodermia. 

By George Pernet, M.D. 

The patient was a girl, aged 14. The disease began a year ago on 
the outer side of the right thigh. When first seen at the West London 
Hospital in July, 1914, she presented two somewhat sclerosed patches 
in the above-mentioned situation. They were surrounded by an exten¬ 
sive “ lilac ” area, where the skin was coarse-grained. Over the corre¬ 
sponding area of the left thigh there was a certain amount of coarse 
graining of the skin. The disease had progressed on the right side 
and fresh areas of sclerosis had appeared above the original morphoeic 
patches. Now, too, there were morphoeo-sclerosed patches on the left 
thigh. The treatment had consisted in the administration of thyroid 
extract internally, and olive oil well rubbed in locally. Notwith¬ 
standing this the disease had extended, but over the original area there 
had been improvement so far as the actual thickening was concerned. 
The very wide margins of the “lilac” discoloration and the coarse 
graining of the skin were features of special interest. 


Case of Extra-genital Primary Syphilis of the Wrist. 

By George Pernet, M.D. 

The patient was a boy, aged 15, who first attended, on June 4, 
for an extensive characteristic secondary papulo-lenticular rash, with 
bad ufceration of the throat and typical adenitis. There was no 
evidence of anything in the shape of a primary lesion about the genitalia. 
But on the radial side of the extensor surface of the right wrist a 
raised lesion, the size of a sixpence, was noticed. This was indurated, 
more or less flatly convex, and had resulted from an injury due to a 
pointed piece of wire (molybdenum wire for electric lamps, the patient 
said). This had increased in size and festered, and had not responded 
to any ordinary form of treatment. The injury originally occurred 
three months previously, and the rash had been present about a fort¬ 
night or more when first seen. This lesion was evidently the primary 
sore, and, on investigation, the corresponding axillary glands were found 
to be indurated and much enlarged “ en paquet." But the right epi- 
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trochlear gland was not affected, this being explained by the situation 
of the primary sore on the radial side of the wrist. Had the original 
sore been on the ulnar side, then the corresponding epitrochlear would 
have been involved. The left axillary glands were slightly enlarged 
only, and the left epitrochlear was not affected. He was ordered some 
mercury, and on June 6 he was given 0‘15 gr. neo-kharsivan (B. and W.), 
a small dose, but after the intravenous injection his temperature went 
up to 104*^ F. All the symptoms, including the primary sore, had 
improved when shown on June 17. As to the source of the infection 
of the wrist injury, the only thing that could be elicited was that there 
had been a lodger in the house who had some bad skin trouble. The 
site of the original injury had not been sucked. 

Dr. Alfbed Eddowes said he knew the case of a young man who 
contracted syphilis, and whose father a few weeks afterwards developed a 
chancre on the wrist. When asked how he got it, he replied that he caught 
his wrist on a nail that was projecting from the arm of a chair. The husband 
conveyed the disease to his wife; so that within a few weeks three members 
of a family of four were suffering from acute syphilis. 


Blue Tattooing of the Skin from Hypodermic Injections of 

Morphine. 

By F. Parkes Weber, M.D. 

The patient was a woman, aged 67, a morphinist, who from the 
age of 27 to the age of 59 had been accustomed to take morphine, 
almost entirely by the mouth, up to 8^ gr. per diem. She then entirely 
discontinued taking the drug until after an operation for gall-stones, 
about four years ago, when she got into the habit of giving herself 
hypodermic injections of morphine and atropine. Since then she had 
usually, in the course of every day (twenty-four hours), injected from 
1§ gr. to gr. of morphine sulphate, together with from gr. to 
gr. of atropine sulphate under the skin of her upper extremities or 
the upper part of the front of her chest. At the present time the skin 
of these regions had a stippled appearance from innumerable minute 
bluish spots, each bluish spot marking the site of a former hypodermic 
injection. 

These bluish spots constituted a kind of tattooing; probably some 
iron substance derived from the needle of the hypodermic syringe had 
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on each occasion remained under the skin. Similar bluish spots in the 
skin of a morphinist (a man) under the care of Dr. Francis Hare were 
due, as Dr. Hare kindly informed Dr. Weber, to minute carbon particles 
introduced under the skin with the hypodermic syringe, as the patient 
had been in the habit of disinfecting the needle of the syringe in the flame 
of a wax match or of a wooden match. In fact, in that case the bluish 
spots were due to a genuine blue-black tattooing, since for that purpose 
the finest quality of Indian ink or Chinese ink (which consisted of 
very minute particles of soot or carbon) was. Dr. Weber believed, 
usually employed. Dr. Hare’s patient had been distressed in regard to 
the presence of the bluish spots, for he regarded them as very “ tell¬ 
tale,” and likely to prevent him from obtaining a desired appointment. 
In Dr. Weber’s case, though the bluish spots exactly resembled those 
produced by tattooing with carbon particles or Indian ink, it seemed 
far more probable that they were produced by minute iron particles 
from the hypodermic needle, since the patient had always cleaned the 
needles, she said, by washing them out with hot water, and had never 
disinfected them in any flame. Similarly, workers in some trades 
developed blue marks in the skin from the entry of particles of iron. 

In addition to the bluish spots the patient had a few little hard 
fibrous nodules in the subcutaneous tissue, resulting also doubtless 
from hypodermic injections. 

Dr. Weber thought it must be exceedingly rare to see in Europeans 
typical keloids produced by hypodermic injections of morphine at the 
site of each injection, but he understood that they not rarely resulted 
amongst Chinese morphinists, and Dr. E. Bruce-Low had kindly given 
him a photograph of a Chinaman, a morphinist, whose upper extremities 
were covered with keloids, the result of hypodermic injections of mor¬ 
phine. The great tendency of the yellow and black races to develop 
keloids was remarkable.^ 


C£. A. G. Brcnizer, “ Keloid Formation in the Negro,” Ann. of Surg.^ 1915, Ixi, pp. 83-87. 
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Congenital Sclerodermia and Sclerodactylia. 

By E. A. Cockayne, M.D. 

F. M., MALE, aged 1 year 3 months. First child of healthy parents. 
There was no history of a similar condition in the family. The mother 
was not ill during pregnancy. There had been no miscarria>ges. 
Patient was a premature child bom at the eighth month; very small at 
birth. Even at birth the areas of affected skin were as extensive as at 
the present time, and the fingers could not be straightened. According 
to the mother’s statement the limbs were not swollen. The hair on the 
scalp was abundant at first but began to fall out at the age of 4 months. 

When first seen at the age of 7 months the child was undersized; 
weight, 9 lb. 4 oz. There was hydrocephalus, the head measuring 
16| in. in circumference. The condition of the skin was almost identical 
with that seen at present. The Wassermann reaction was negative. 
The child had grown slowly and now weighed 10 lb. 12 oz. The head 
measurement was 18| in. In February a symmetrical increase in 
thickening on the outer aspect of both thighs took place. The 
thickening gradually decreased and no other change had been noticed. 
The scalp was shiny and almost hairless, and the eyebrows and eye¬ 
lashes had almost disappeared. The skin of the face was thickened and 
shiny, but the most marked atrophy had occurred over the ears and alee 
nasi. The skin of the abdomen and chest was much affected, that of 
the back and buttocks was normal. The skin of the groins, scrotum 
and penis was also unaltered. The skin of the upper arm had escaped, 
but from the elbow downwards there was marked sclerodermia. The 
hands showed typical sclerodactylia, the fingers being fixed in a position 
of flexion. Movement at the wrist-joints was restricted. In the legs 
there was much thickening of the skin over the outer aspect of each 
thigh; that on the inner aspect was less affected. In the lower part 
of the leg the whole of the skin was uniformly thickened. The toes 
were fixed in the “ hammer-toe ” position. The toe- and finger-nails 
were atrophic. The finger-nails were growing slowly, but for a long 
time no growth had been observed in the case of the toe-nails. There 
was limitation of movement at the ankle- and knee-joints, the latter 
being incapable of complete extension. There was sweating in the 
palms of the hands especially. 

The child was treated with mercury for six months without effect 
and for the last month had been taking thyroid extract. 
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DISCUSSION. 

Dr. F. Pabkes Weber said the case showed the typical distribution of 
generalized sclerodermia (with sclerodactylia) of adults; not that of scleroedema 
or sclerema neonatorum/ The most serious disease in this child was the 
hydrocephalus. In regard to the generalized sclerodermia, improvement might 
doubtless occur, as it sometimes did during the hypertrophic stage of the 
acroteric type of sclerodermia (“ acro-sclerodermia **) in adults. When, how¬ 
ever, the atrophic stage was reached (with contractures of fingers or toes) no 
improvement was at all likely to take place. 

Dr. Adamson regarded it as true sclerodermia, and it was in his experience 
unique at so early an age. He agreed with Dr. Weber that the atrophic part 
would not recover, but the other might. 

Dr. Fernet suggested that lumbar puncture might be of some use in the 
circumstances, considering the hydrocephalus. 

The President thought that the imdoubtedly congenital existence of the 
disease might be considered incompatible with the diagnosis of true sclero¬ 
dermia ; and that was his own view, despite the close resemblance of the child’s 
condition to that disease. He pointed out that a certain number of cases of 
sclerema neonatorum recovered, as this baby was apparently doing. 


Case of Hydroa .£stivalis. 

By Or. F. Steering, M.B. 

The patient, a girl, aged 14, developed, five years ago, a rash on the 
hands and face, and it had persisted ever since, with remarkable seasonal 
variations. Every winter the rash practically disappeared, and every 
spring it came back again. It was rendered worse by exposure to the 
sun; vesication and pustulation occurred, and in some places there had 
been large weeping sores, which took several days to clear up. One or 
two spots had appeared on the fronts of the legs after she had been 
‘‘ paddling,” while staying at a convalescent home. The skin generally 
was not hypersensitive, and he could not produce factitious urticaria. 
The .red blood cells were about 6 millions, and of the white cells 
50 per cent, were small mononuclears. 


' In sclerema and scleroedema neonatorum the patient generally either died or recovered 
completely. Only in one or two cases of recovery had any patches of atrophic skin been left 
behind as a permanent result of the disease. 
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DISCUSSION. 

Dr. F. Parkes Weber said that when he saw the patient at the Lambeth 
Infirmary he had regarded the case as one of a ** dermatitis sestivalis.’’ The 
case was a very extreme one to be classed as one of ** summer prurigo,” and 
yet there were not the vesicles or blebs of “ hydroa asstivalis ” present. The 
question of diagnosis was interesting, as the present case had been at one 
time supposed to be one of scabies, and at another time x>ellagra had even 
been suggested as an alternative possibility. The appearance between the 
patient’s fingers might certainly make one think of scabies, and such a mis¬ 
taken diagnosis might be further favoured by the patient’s complaint of itching 
when warm in bed at night-time. 

Dr. Adamson said this was a characteristic case of the common disease 
known as summer eruption, or Hutchinson’s summer prurigo. He had 
endeavoured to show in an article pubUshed some years ago in the British 
Journal of Dermatology that there was no sharp line between this affection and 
hydroa aestivalis. 

The President said he considered the case a fairly typical one of the 
milder type of hydroa aestivalis. His impression was that the disease was 
commoner in boys than in girls; but his experience was based on the observa¬ 
tion of golf caddies, who are much more exposed than most girls to its 
exciting cause. 

Dr. Pernet said the ozoenic odour from the patient’s nose suggested 
a general toxic condition, which might have made the rash more virulent than 
otherwise would be the case. 

Dr. Stebbing replied that the patient came under treatment on account 
of the condition of her nasopharynx; she was suffering from chronic 
ethmoiditis. 


Case for Diagnosis ; so-called Acne Agminata of Crocker. 

By David Walsh, M.D. 

Tee patient, a man, aged 25, had a papular rash in the right supra¬ 
orbital region, which presented a sheet of confluent pale red papules, 
with a few satellites, and had existed for two years. It was painless, 
though there were sometimes a few subjective symptoms. The condition 
had progressed steadily, in spite of all treatment. Two Wassermann 
reactions were negative, and both autogenous and stock vaccines, also 
X-rays, had been used. He improved a little, and latterly there had 
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been some small atrophic scars. A biopsy showed hyperplasia of the 
sebaceous glands, with other changes that could be seen in the micro¬ 
scopic sections submitted. He invited opinions as to diagnosis and 
treatment. Anti-syphilitic remedies yielded more improvement than 
anything else, though he had used many kinds of local and general 
treatment. 


DISCUSSION. 

Dr. MacLeod said that he had examined the sections from the case 
and had noted in them a definite increase of gland tissue and, in addition, 
small clusters of cells irregularly distributed in the corium. With the high 
power these clusters were found to be largely made up of plasma cells, 
with here and there cells with two or three nuclei but no definite giant cells. 
The microscopical appearances reminded him of those from a case which he 
had seen at Charing Cross Hospital under Dr. Galloway, except that in that 
case there were a number of giant cell systems. The clinical appearances 
of clustered papules, which disappeared leaving scars, also recalled that case. 
The speaker considered that the affection belonged to the tuberculide group 
and was closely related to the cases which had been described by Dr. Crocker 
imder the heading of acne agminata.” 

Dr. Gray said that the sections looked much like those of acne agminata, 
a case of which he showed not long ago. The behaviour of the two cases was 
also similar. In his own case there was some overgrowth of sebaceous gland 
tissue, and there were giant cells, but be had not seen the latter in the sections 
now exhibited. 

The President said that Dr. Walsh had courteously sent him before the 
meeting the sections now exhibited. He verified the existence of hypertrophy 
of the sebaceous glands but had been puzzled by the associated collections of 
cells of inflammatory type. He now remembered distinctly the case brought 
forward some years ago by Dr. Galloway and Dr. MacLeod, and the clinical 
features of atrophy and pitting present in it. He did not doubt that the 
case under discussion belonged to the same category as that referred to by 
Dr. MacLeod. He thought it likely that many cases formerly described as 
“agminate adenoma sebaceum” were not of that nature, but identical with 
Dr. Walsh’s most interesting case. 
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Case of Lichen Planus Atrophicus, Sclerosus et Morphoeicus. 
By J. H. Stowers, M.D. 

The patient, a married woman, aged 34, was stated to have enjoyed 
good health until the time of her marriage, nine years ago; but a few 
weeks later she suffered a nervous breakdown, with much depression, 
attributed to the sudden death of her father from heart disease. Her 
health gradually improved until about six months before the birth of 
her only child (which took place in May, 1908), when about a dozen 
“ spots ” were stated to have developed upon the back of the neck. 
These were said to have been red in colour, flat, smooth, and irritable. 

During the year 1913 the patient wt^s again subjected to much 
domestic anxiety and worry, and in January, 1914, fresh lesions 
developed symmetrically on the inner aspect of each thigh about 4 in. 
long-by li in. broad, the long diameter corresponding with the axis of 
the limbs, followed by others upon the hips, the anterior surfaces of 
the legs below the patellae, and a few scattered patches on the abdomen 
immediately below the navel. The mucous membrane of the mouth 
was not involved. 

The patient now presented numerous well-marked discrete and 
confluent patches of nacreous white skin characteristic of the atrophic 
form of lichen planus in the positions indicated, the sensation of the 
patches being much impaired. Special attention was drawn to the 
conspicuous and almost exact symmetry of the cutaneous lesions corre¬ 
sponding in a marked degree, both in extent and position, with those 
in another female patient, aged 45, previously exhibited, coloured 
drawings of which were shown. 

Case of Adenoma Sebaceum. 

By J. H. Stowers, M.D. 

The patient was an unmarried female, aged 20, the third of four 
children and living with her parents. She was engaged in laundry 
work. Her general health had always been good, the only illness in 
her recollection being measles when a young child. Her mental con¬ 
dition was normal, and there was no history of nervous disorder in any 
JT—2 
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member of the family. The disease commenced to develop when the 
patient was aged about 8 years. The lesions, which were very charac¬ 
teristic both in colour and size, involved the whole of the face, except 
the upper forehead, and some parts of the sides of the neck, the vascular 
tumours being especially numerous and clustered round and above the 
alsB of the nose. The small, red, rounded tumours existed in close 
contiguity over the entire surface of each cheek with marked vascular 
ramifications and telangiectases. 

A remarkable feature of the case was the presence of multiple small 
fibromata and sebaceous developments of various kinds upon the back 
and shoulders, which were stated to have appeared several years after 
the facial eruption had existed and which suggested a causal rela¬ 
tionship. 

DISCUSSION. 

Dr. F. Pakkes Weber, discussing the last case, asked whether any 
members had, in other cases, ever noticed the association of the telangiectatic 
form of adenoma sebaceum on the face with the presence of small molluscous 
fibromata on the loins. That association constituted a feature of the present 
case. 

The President said he was not familiar with associated lesions which he 
could identify as definite molluscous fibromata; various kinds of neevoid 
growths all over the trunk and limbs were generally met with in connexion 
with adenoma sebaceum. 


Case of Lichen Planus Linearis. 

By E. G, Gbaham Little, M.D. 

The patient was a gentleman in business in Wales, aged 51, sent 
to the exhibitor by Dr. Davies, of Tredegar, with the history of an 
acute development of the eruption at the latter part of February, 
patches of typical lichen planus appearing on the inside of the knees, 
the fronts of the wrists, the front of the legs, and on the prepuce and 
scrotum. At the same time appeared the linear streak of disease now 
present, stretching from the middle of the right buttock down the middle 
inner third of the posterior aspect of the right thigh, undergoing a short 
interruption of the line just above the popliteal space, then resumed in 
a thicker line just below this space, coursing over the bulge of the calf, 
from which it hent towards the inner third of the lower leg, ending on 
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the outer side of the ankle, and in an indeterminate line at the base of 
the little toe. The mucous membranes were free from disease. The 
patient had suffered very great bereavements and misfortunes, having 
within the last two years lost three brothers, a sister, his father, wife, 
and only child, and having, as a consequence of these events, become 
burdened with the support of four families. 

The case constituted the most perfect example of linear lichen 
planus that had come under the notice of the exhibitor. No cause 
could be ascertained for the peculiar distribution. There had been no 



Case of lichen planus linearis. 

injury or pain in the site of chief incidence; the linear eruption was 
about J in. in width, raised ^ in. from the surrounding level, and of a 
deep bluish-red tint; itching was severe. 

Case for Diagnosis. ? Pellagra. ? Addison’s Disease. 

By E. G. Graham Little, M.D. 

The patient, a boy, aged 12, had come to the Out-patient 
Department of the East London Hospital for Children the day before. 
He was born in Poplar, and had lived in the same street in that 
district since his birth. He had had measles and whooping-cough in 
earlier childhood, and, four years ago, had had the operation of 
circumcision at the same hospital for some difficulties of micturition. 
He had made a complete recovery, and up to last Christmas was in 
robust health, as a photograph taken some time before that date 
showed. About this time be began to have headache and vomiting, 
which persisted for some three weeks continuously, vomiting taking 



246 


Little : Case for Diagnosis 


place after each meal. The motions were irregular, usually in the 
sense of being too frequent. The father was a dock labourer in fairly 
comfortable circumstances. There were three older children and five 
younger, and all the others are healthy. Photographs of the three 
older children were submitted and showed well-built young men—one 
in the army, another a sailor—and a sister, aged 18, plump, and in 
every respect normal. 

Present condition: Since his illness had begun the boy had eaten 
his food badly, and was now excessively emaciated. His height was 
4 ft. 6 in., and his weight only 3 st. 1 lb. 12 oz. He was hardly able 
to get about and was very quickly tired. The skin was stretched over 
the bones of the face as on a dried skull, and there was involuntary 
twitching of the angles of the mouth—the risus sardonicus. No abdo¬ 
minal or visceral disease could be detected after examination by the 
exhibitor’s colleague. Dr. Frew, who had kindly taken the boy into 
hospital for further investigation. 

The condition of the skin : Over the greater part of the body there 
was a general desquamation and follicular keratosis, with short pro¬ 
jecting spines, rather like an abortive lichen spinulosus, but with no 
inflammatory redness of the follicles. On the dorsum of the hands, 
on the neck, especially the nape, on the lower abdomen and genital area 
and upper part of the thighs there was deep walnut-hued pigmentation 
of the skin, which was smooth over the hands and neck, but especially 
spiny over the abdomen and thighs. There was no pigmentation of 
the mucous membranes. 


DISCUSSION. 

Dr. F. Pabkbs Weber thought that Addison’s disease was a more likely 
diagnosis in this case than was native English pellagra. For the acceptance 
of the former diagnosis it was unnecessary to find evidence of tubercle 
elsewhere in the body. Not all cases of Addison’s disease were due to 
tuberculosis of the suprarenal glands. Some, for instance, might be due to 
an acute toxic atrophy of a large part of those organs. Though Addison’s 
disease was very rare in children, when it did occur, it seemed generally to 
commence between the ages of 10 and 13. He had, unfortunately, not seen 
the follicular affection of the skin of the patient’s trunk, but that was possibly 
a condition quite independent of the cutaneous pigmentation. 

Dr. Graham Little, in reply, said his suggestion as to tuberculosis was 
to explain the diarrhoea. With regard to the diagnosis of Addison’s disease. 
Dr. Frew, whose opinion was a very sound one, said he had never known a 
true case of that disease occurring so early in life. 
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Lichen Spinulosus and Folliculitis Decalvans. 

By S. E. Dobe, M.D. 

Thb patient, a woman, aged 43, was kindly sent to the exhibitor’s 
department at Westminster Hospital by Dr. Einnier Wilson. The case 
bore a rather close resemblance to one shown by Dr. Graham Little at 
the April meeting of the Section. In Dr. Little’s case, which he called 
“ folliculitis decalvans et atrophicans,” there was loss of hair from the 
axillae and pubes, as well as the scalp. The present patient had had 
characteristic folliculitis decalvans of the scalp for two years. There 
were several small circular and irregularly shaped atrophic patches in 
the occipital and frontal regions, and several large ones in other parts 
of the scalp. The patches were smooth, shiny, and slightly depressed, 
encroaching on the healthy hair by means of convex processes, and 
there was no sign of perifollicular inflammation. For nine weeks she 
had had a follicular eruption indistinguishable from lichen spinulosus 
on the abdomen, back, chest, thighs, neck and ears. The eruption con¬ 
sisted chiefly of minute, scattered, skin-coloured, acuminate, or spiny 
non-inflammatory papules, but a few were larger and reddened, or 
excoriated. The patient had sufiered from thread-worms since child¬ 
hood, and attributed the thread-like lesions to the worms ” coming out.” 

DISCUSSION. 

Dr. Graham Little said he thought the difference between his case and 
the present one lay in the fact that the axille in the present patient were 
normal. The most curious feature in his own case was that the hair in both 
axillsB and pubes was destroyed. His patient also had lichen spinulosus, but 
it was a more definitely spiny condition than was the present case. In this 
patient, taking into consideration the physique, he thought the spiny eruption 
was a coincident lichen scrofulosorum. He hoped Dr. Dore would have the 
tuberculin test made. 

Dr. Adamson said that the scalp condition was folliculitis decalvans, and 
that all one could say about the eruption on the trunk was, that it was follicu¬ 
litis. It was interesting to comi>are this case with that shown by Dr. Graham 
Little at the last meeting, and he thought it possible that in folliculitis decalvans 
folliculitis would be more often found on the body if looked for. 

Dr. MacLeod agreed with the diagnosis of foUioulitis decalvans. 
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Case of Lichen Planus (Circinate and Atrophic). 

By Alfred Eddowes, M.D. 

The patient, a female, aged 80, had been suffering from the 
disease for a year. Two or three months ago the rings were not 
very distinct, but lately the diagnosis had become easy because 
fresh lesions had appeared which were obviously lichen planus. She 
complained of intense irritation. The exhibitor would be glad of any 
suggestion for treatment likely to accelerate recovery. The lesion that 
6rst appeared much resembled the papular squamous circinate syphilide. 
Wassermann’s reaction was negative, and there was no evidence of 
syphilis. The irritation might have been aggravated by the fact of 
the lesions on the feet being liable to friction, and to their situation 
among varicose veins. 

The Pbesideet suggested the use of X-rays to allay the irritation. 


Case of Pityriasis Rubra Pilaris. 

By J. H. Sequeiba, M.D. 

Tee patient, a married woman, aged 21, had been under Dr. 
Sequeira’s care in 1910 suffering from pityriasis rubra pilaris. She got 
quite well and remained so until the end of April, 1915. She was 
admitted to the London Hospital on June 12,1915, with a vyidely spread 
eruption, mainly of the diffuse type (erythrodermia). The scalp was 
scaly, and the face, neck, shoulders, abdomen and upper extremities were 
of a brick-red colour, the surface covered with fine adherent scales. 
On the upper part of the back the eruption had similar characters. On 
the breasts and on the lower part of the back and thighs the lesions were 
discrete, closely set pink papules, with caps of fine adherent scales. 
The legs below the knees and the feet were free. The nails were 
unaffected. There was no evidence of visceral disease. 
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July 15, 1915. 

Dr. J. J. Pbingle, President of the Section, in the Chair. 


A Persistent Gyrate Eruption (Erythema Gyratum Perstans). 

By J. J. Pringle, M.B. 

The President brought forward a man of Scottish birth, aged 40, 
occupied as a shampooer in a Turkish bath, who presented a persistent 
circinate and gyrate eruption, as to the nature of which he entertained 
some doubt. The condition was said to have first appeared in the 
beginning of June as a patch, “ the size and the shape of a pear,” over 
the right scapular region; a few days later other similar patches 
developed, affecting in consecutive order the back, the front of the chest, 
the abdomen and inner aspects of the thighs, all of these regions being 
involved when the patient came under observation on June 22. Since 
that date the eruption had also appeared on the calves of the legs. The 
lesions, which were pretty accurately symmetrical, consisted of large 
circles, and gyrate figures produced by their intersection. ■ Their 
margins were vivid pink in colour, and were faintly infiltrated and 
slightly raised above the general skin level, their elevation being more 
perceptible to touch than to inspection. Some of the elementary circles 
measured 2^ to 3 in. in diameter. The slightly elevated margins were 
continuous—not papulated—and were not scaly or “ wrinkled ”; nor 
did the skin in the centre of the patches show any abnormality of the 
epidermis, or any greasiness or pigmentary change. The eruption 
appeared to begin as a circinate one, no centrifugal extension from any 
primary eruptive element having been noticed, either by the exhibitor 
or by the patient; and when the circular lesions were once present they 
had not been observed to extend at the periphery. They varied, how¬ 
ever, considerably in colour from day to day, and became distinctly paler 



250 Pringle : Persistent Gyrate Eruption 

after the patient remained stripped for some time. There was no 
itching. There was no history of syphilis and the Wassermann reaction 
was negative. Ordinary and differential blood counts revealed no 
abnormality. The urine and internal organs were normal. The patient 
expressed himself as being in “ perfect ” health. No fungus or undue 
number of bottle bacilli were present in scrapings. Mr. Beddoes had 
pointed out that the patient had severe pyorrhoea alveolaris. The 
observation was important and suggestive of a definite toxic cause for 
the eruption. But pyorrhoea alveolaris was an almost universal disease 
amongst hospital out-patients, and the eruption under discussion was a 
very rare one. 

Treatment by weak sulphur-resorcin-salicylic paste had exerted no 
influence on eruption, but had set up a slight degree of diffuse derma¬ 
titis, and had not prevented the development of the condition in other 
parts (e.g., the calves). No internal treatment had been adopted. 

The exhibitor had considered the possibilities of the eruption being 
a circinate pityriasis rosea, a ringed seborrhoeic dermatitis, an annular 
lichen planus or psoriasis, or a tinea circinata, but he had rejected all of 
these diagnoses for reasons which might be gathered from his descrip¬ 
tion of its objective characters. His diagnosis—admittedly one “of 
embarrassment ”—was that of an erythema gyratum perstans, although 
it differed in many material respects from the cases described by 
Dr. Colcott Fox under that name in 1901 ^ (previously demonstrated 
to the Seventh International Medical Congress in 1881, although not 
recorded in its Transactions), and by Dr. Grover W. Wende,® of Buffalo, 
U.S.A., in 1906. 


DISCUSSION. 

Dr. Adamson thought the diagnosis rested between Dr. Colcott Fox’s 
persistent circinate erythema and pityriasis rosea circinata. He could not 
make up his mind to which of those it belonged. 

Dr. Graham Little did not think the case could be included in the 
category of Dr. Colcott Fox’s gyrate erythema, inasmuch as Dr. Fox had 
suggested that diagnosis for a case which Dr. Little bad shown at this Section 
in which there was very distinct vesication, and this feature was entirely 
absent here. Dr. Little was quite convinced that it was a case of pityriasis 
rosea of the type named by Darier “ pityriasis rosea gigantea,” of which 

' Intemat. Atlas of Rare Skin Dis., 1901. 

® Journ. Culan. Dis., 1906, xxiv, p. 241, with bibliography. 
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a photograph had been kindly lent to him by Professor N6kim, for 
use with his paper on pityriasis rosea/ with which it was reproduced. 
He had never seen an instance of this type, which was certainly extremely 
rare, until a few weeks ago, when a very characteristic case had appeared at 
St. Mary’s Hospital, which bore a strong resemblance to the present case. 
The patient was a woman who gave a most convincing history of the pioneer 
patch, and she developed circinate patches the size of the palm, on the hand,, 
which were devoid of fungus, and cleared up in the usual way. 

Mr. McDonagh thought the case was an example of the gyrate form of 
pityriasis rosea. 

Dr. MacLeod did not think it was pityriasis rosea; he believed it to be 
a toxic erythema. The scaly condition of the lesions on the arm seemed to be' 
due to treatment with resorcin. 

Dr. Stowebs, while admitting the exceptional character of the case, said 
that its prevailing features so far resembled pityriasis rosea that, uninfluenced^ 
he would have regarded it as an unusual example of that disease. 

Dr. Pringle said, in reply, that his case was not in complete accord with 
those described under the same name by Dr. Colcott Fox, which, as Dr. 
Graham Little had said, vesicated. He could not accept the diagnosis of 
circinate pityriasis rosea advanced by Mr. McDonagh and Dr. Stowers, as the 
primary lesions—which he had studied with special care—presented none of 
the essential characteristics so typical of that disease. The localization of the 
first lesions and their gradual extension from above downwards had suggested 
that diagnosis in limine, but he had abandoned it. Unfortunately, he did not 
know the disease described by Darier as “ pityriasis rosea gigantea.” He 
placed considerable importance on the fact, which he had observed for himself, 
that rings varied greatly in intensity of colour with changes of temperature; 
and this seemed as incompatible with a pityriasis rosea as it was suggestivefof 
a member of the erythema exudativum group. 

(Post scriptum, July 81, 1915 .—Since the meeting Dr. Adamson has 
drawn my attention to two cases of circinate erythematous eruption 
shown by him to the Dermatological Society of London in 1906 ^ and 
1907.® Both presented considerable resemblances to the case under 
discussion. Dr. Graham Little has also drawn my attention to his 
remarks on pityriasis rosea gigantea in his address to the Section in 
February, 1914.* He has most kindly sent me Professor N^kdm’s 


* Proceedings, 1914, vii, p. 183. 

* Brit. Joum. Derm., 1906, xviii, p. 403. 

* Ibid., xix, 1907, p. 199. 

* Proc. Boy. Soc. Med., 1914, vii, p. 133. 



262 


Little: Pigmentation around Mouth 


original photograph of a case of that very rare disease under his care; 
bnt a glance at it, especially at the characteristics of the central portions 
of the lesions, will show that it differs widely from the case I ex¬ 
hibited, which, moreover, cleared np suddedly and completely ten days 
after its exhibition in a manner quite unlike any form of pityriasis 
rosea.—J. J. P.) 


Pigmentation around the Mouth in a Boy, aged 14. 

By E. G. Graham Little, M.D. 

Db. Little said he brought the patient in the hope of receiving 
help in regard to both diagnosis and treatment. More than a year 
ago the lad, while at a public school, had an inflammatory affection 
about the mouth, which was thought to be tinea, and for some 
weeks he was painted with tincture of iodine. A good deal of chronic 
inflammation appeared to have preceded the pigmentation. He was 
a native of Trinidad, but he had been in England for some time for 
purposes of education. The mother was half French and half English, 
and was, like the son, a brunette. There was no accentuation of pig¬ 
mentation in other parts of the body or of the mucosa. The iodine was 
stopped at least eight months ago, and no other irritant had been 
applied. During the last four or five months he had been having per¬ 
oxide of hydrogen lotion and had got somewhat better. At the present 
time there was a coffee-coloured staining of the skin of both lips, 
very much as if a brush of pigment half an inch broad had been swept 
rather clumsily round the orifice of the mouth. It was for this 
disfigurement that help was chiefly sought. 


DISCUSSION. 

Dr. MacLeod said he believed that the original trouble was a strepto¬ 
coccic perleche and be considered that the pigmentation might quite well be 
acooimted for by the irritation of the inflammatory condition and the treatment 
to which it had been subjected. 

Dr. F. Paekes Weber thought that the peculiar shaped area of pigmenta¬ 
tion about the mouth must bo the result of a chronic irritation. In people of 
very dark complexion like the patient, pigmentary changes were, of course, 
much more easily produced than in ordinary people. 
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Multiple Inclusion Cysts of the Epidermis. 

By E. G. Graham Little, M.D. 

The patient, Mrs. A., a widow, aged 66, with her home in 
Shipley, Yorkshire, where she had been resident for many years, 
and had carried on a business. She was a small, thin, but active 
woman, with two grown children now aged 33 and 35 respectively. 
There was no history of family disease, except that a brother of 
hers had died of consumption, aged 23, many years ago. Her 
husband had died of cancer of the stomach ten years before the 
beginning of her skin affection. She was sent to the exhibitor by 
Dr. Thornton, of Shipley, on June 24, and had not been seen again 
by Dr. Thornton until she came to the meeting of the Section on 
July 15. Her history was as follows:— 

Some three years ago her hair had begun to give her some 
trouble; it had long been white, but about this time it seemed to 
suffer from an arrest of growth so that it remained short over the 
greater part of the scalp, the individual hairs not exceeding ^ in. in 
length, but nowhere was there any deficiency of hair in the sense of 
causing baldness, though she now wears a wig. About two and a half 
years ago she suffered for some time from diarrhoea and she wasted 
a good deal. The tumours began to appear about this date, at first 
on the anterior border of the axillae and on the neck. They had 
become more abundant of late, but ever since their first development 
they seemed to have become progressively more numerous. They had 
always been themselves moderately irritating, but in addition she 
appeared to have had from the beginning frequent attacks of a very 
itchy urticaria. She said she had grown much thinner in the last 
two months, but there was no ascertainable general illness to account 
for this. The thyroid was notably enlarged, and the increase had been 
observed for about eighteen months. There was no tangible enlarge¬ 
ment of lymphatic glands. There was considerable pigmentation of 
the skin in the areas where the tumours were most numerous, and 
where itching was severe, and this symptom, and the fact that 
she had taken arsenic for prolonged periods, might account for the 
deepened colour. There were no uterine discharges. The teeth were 
defective and decayed, and the mouth in a somewhat septic state. 
The mucous membrane was not pigmented. 
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Character and distribution of the tumours: These were evidently in 
the substance of the skin and freely movable with it. The individual 
lesions were very uniform in size and appearance, and might be 
described as “ pearly ” swellings, with something of the aspect and 
size of boiled sago grains. In several instances a patent orifice was 
visible to the naked eye at the summit of the swelling, and from 
this opening cheesy matter could be squeezed, or from the larger and 
more patulous tumours a hard homy brown mass could be extraded. 
One of the larger tumours, about i in. in diameter, which represented 
the limit of enlargement, was incised and a thick white cheesy matter 
was voided, which when dry formed a brovra horny mass, like the 
plugs extracted by the patient, of which she was able to supply 
a small collection which she had thus squeezed out for herself. 
The tumours were symmetrically distributed and were very closely 
grouped together, so that whole sheets of skin seemed involved, 
and presented a coarsely “ hobnailed ” aspect, and the skin itself was 
notably thickened in these parts, notwithstanding that the distribu- 
tioned was in positions where the skin was normally thin. In a very 
few instances suppuration appeared to have taken place in individual 
tumours, leaving bluish stains, such as might result from boils. The 
principal seats of distribution were the axillae where they first appeared, 
and where the anterior borders and the sides of the chest below 
the armpit were crowded with small swellings; the flexor surfaces 
of * both upper arms from the axillae to the bend of the elbow 
were studded with small grovrths, in most cases the colour of the 
surrounding skin, in others of a pale cream tint, in a few instances 
of a bluish hue. The skin of the abdominal wall in the hypogaetrium 
and pubic region was similarly studded with very small pearly tumours, 
in the latter position the skin was deeply pigmented, as it also was on 
the upper and inner parts of the thighs where there were many small 
swellings, and there were sporadic small elevations in the popliteal 
spaces on the fronts of the legs, and on the neck, in both of which 
positions there was much pigmentation; there were a few isolated 
tumours on the forehead at the junction of the skin and scalp. The 
back of the trunk was entirely free, and in fact the extensor surfaces 
were generally exempt, the only exception being the forearms, where 
on the outer and upper part from the elbow to the junction of the 
upper and middle third of the forearms there was a particularly 
thickly distributed eruption of small tumours. The total number of 
tumours thus present on the whole body aggregated several hundreds. 
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The skin was everywhere dry and markedly non-greasy. The hands 
showed several “ Heberden’s nodes.” The hair in the axillae and 
pubes was not arrested in development as it was in the scalp, and 
was in no way deficient. The nails were normal. 

Microscopical examination: A portion of the skin was excised 
from the flexor surface of the right upper arm, fixed in formalin 



Fiq. 1. 

Multiple inclusion cysts of the epidermis. 


and cut in paraffin. It would give an idea of the size and closeness 
of setting of the tumours to mention that the section in the paraffin 
block measured exactly 10 mm. in length, and in this strip of skin 
there were three cysts plainly visible to the naked eye, each being 
from 1 to 3 mm. in diameter, of a light buff colour, and showing 
an onion-like stratification, the whole tumour being deeply situated 
for the most part, and separated from the horizontal line of the 
surface by at least a millimetre. Under a low power, the section 
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was seen to contain three cysts, of which the central one communi¬ 
cated directly with the surface by an aperture which was partially 
blocked with homy cells and granular debris. The epithelial lining of 
the epidermis was continued directly into the cyst cavity, which was 
almost entirely filled with a mass of stratified material staining exactly 
like the stratum comeum. There was no flattening of the papillee 
over the cysts. There were no hair-follicles or sebaceous glands seen 
in any part of the sections examined. The sweat glands appeared 
normal, but thrust downwards by the bulk of the cyst, and were 
found for the most part bunched together outside and at the deeper 
margin of the cyst. In several places, and especially in the neighbour¬ 
hood of the deepest end of the cyst, there was considerable inflam¬ 
mation apparently round these glands which were embedded in a 
fibrous and cellular envelope. But the glands were nowhere dilated, 
and this apparently inflammatory reaction was seen in collections 
of glands remote from the cyst wall. 

With higher magnifications the following details could be made 
out: The stratum corneum was thickened throughout the section; 
the stratum granulosum was normal; the rete was in no way altered 
or thinned, the prickles well marked. At the junction of the epidermis 
with the orifice of the patent cyst the epithelium suddenly altered, to 
lose its prickles, to become less than half as thick, to lose its inter- 
papillary prolongations, so that the wall had for its outer boundary 
a continuous outline uninterrupted by projections. In no part of the 
cyst wall was there any default of the epithelial coat, but it was 
of varying thickness, for at its upper margin nearer the line of the 
epidermis it was in parts very nearly as thick as the normal epidermis 
covering it; in the greater portion of the wall the cells were several 
layers thick, it was true, but still less than half as thick as the normal 
epidermis. Nowhere in the envelope were there any glandular vestiges, 
or hair tissue. Nearly all round the cyst between the corium and 
its containing wall there was a definite lacuna, possibly artificial, as 
the contents of the cyst were very hard. At several places in the 
line of the outer cyst wall the corium was retained in contact with 
it by some organized fibrous tissue, with a very cellular corium sur¬ 
rounding it. The inner wall of the cyst was lined throughout with 
a thin layer of stratum corneum, separated by another lacuna from the 
great mass of horny tissue which filled the cyst cavity. This mass was 
for the most part homogeneous horn-cell tissue, arranged in concentric 
strata like the layers of an onion. In the case of the patulous cyst 
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this mass was continuous with the mass partially occluding the aper¬ 
ture, and the whole mass both at the orifice and within the cavity was 
permeated with very numerous cocci. These were not found in the 
smaller and non-patulous cysts. Probably, therefore, these were really 
closed cavities, not communicating with the surface. 

The epithelial cells constituting the cyst wall showed elongated 
nuclei in the inner layers bounding the cavity, and kerato-hyaline 
granules were present in them. The outer layers showed more rounded 
nuclei, the outermost differing but little from normal epidermal cells, 
except that prickles were nowhere visible. The contents of one of 



Pig. 2. 


A, C, epithelial cysts, not patulous; B, epithelial cyst opening directly on epidermal 
surface; d, collections of sweat glands, surrounded by much fibrous and cellular tissue; 
section of blood-vessel. 


the cysts which were evacuated by incision were examined. The 
bulk of the extruded matter was insoluble in chloroform, and when 
teased out in potash was seen to be chiefly composed of epithelial 
cells. A few cholesterin crystals were seen in the debris. Some fat 
was extracted by the immersion in chloroform, and stained charac¬ 
teristically with osmic acid. The cheesy matter, white when freshly 
expressed, soon dried, to form a hard brown horny plug. 
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DISCUSSION. 

The President was not conversant with the recent literature on the 
subject of what Dr. Graham Little called “implantation tumours/* but the 
case and the section exhibited reminded him of a very similar condition 
described by himself in 1899 under the name of Steatocystoma multiplex} 
The paper referred to contained a note of an apparently identical case described 
by Bosellini, of Bologna/ and of a somewhat similar condition described by 
Dubreuilh, of Bordeaux.® Probably the recent views on the pathology of these 
apparently identical or allied conditions were much nearer the truth than the 
older conceptions. 

Mr. WiLLMOTT Evans did not venture to give an exact opinion as to the 
nature of these tumours, but thought it a pity to apply the name “ implantation 
cysts ’* to them. Implantation cysts had a definite and well-recognized nature 
and origin. They were due to trauma and to masses of epithelial cells being 
carried into the derma. In the majority of such cases the history was quite 
clear, as was also the nature of the lesion. He did not believe Dr. Little 
suggested that in this case the cysts were due to the carrying in of epithelium 
from the surface; therefore it seemed a pity to use the term. 

Dr. Adamson thought the tumours might be appropriately called “inclusion 
cysts,** for the sections under the microscope showed them to be cysts formed 
by recent infoldings of the epidermis and not embryonic hair-follicles, sebaceous 
glands or sweat ducts or glands, as in tricho-epithelioma, sebaceous adenoma, 
and syringoma. In parts of the section a commencing infolding of the 
epidermis could be clearly seen. Similar cystic formations simulating sebaceous 
gland tumours were seen in some cases of linear nsBvus (Haldin Davis, case 
with drawing of section),^ but Dr. Adamson had not seen any case quite like 
that now exhibited by Dr. Little. 

Dr. MacLeod said he had examined the section and agreed with Dr. 
Little*s view as to the histology. 

Mr. McDonagh said he thought it was a case analogous to linear nsBVus, 
in which seme of the cysts had developed in the openings of the sweat ducts 
and the pilo-sebaceous follicles. In his opinion, implantation cysts and 
inclusion cysts were mechanically formed by inclusions of the epidermis, and 
were not uncommonly met with after bums and in epidermolysis bullosa. 

Dr. Graham Little, in reply, said that the President was of opinion that 
the case showed some clinical resemblance to a very remarkable disease in 

' Brit. Joum. Derm ., 1899, xi, p. 381. 

* Arch. /. Derm. u. Syph., 1898, liv, p. 81. 

* Arch. Clin, de Bordeaux, 1896, p. 191; and Trans. Third Intemat. Congress of Derm., 
1898, p. 818. 

* Proceedings, 1910, iii, p. 105, 
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a male patient described by him in which the microscopical appearances of 
the cysts there present led to their being identified as sebaceous in origin. 
This was particularly interesting in connexion with the present case, in which 
the writer was inclined from the clinical symptoms alone, and especially from 
incision of a tumour appearing to result in the extrusion of what was extremely 
like sebaceous secretion to the naked eye, to regard the tumours at first as 
sebaceous cysts, although the distribution was in parts where sebaceous glands 
were not particularly in evidence, and their absence in typically sebaceous 
areas rendered this identification unlikely. Perusal of the President’s paper 
had convinced him that the distribution and general clinical character of 
the tumours in Dr. Pringle’s case were remarkably like these factors in 
the present case. But differentiation was established by the demonstration 
in Dr. Pringle’s case of enlarged sebaceous glands in the vicinity of the cysts, 
by the presence of fragments of sebaceous gland tissue adhering to the cysts, 
and by the complete absence of horn cells within the cysts. For it was 
expressly stated that the epithelial wall of the cyst “ never resembled in 
appearance the upper epithelium of the epidermis, nor showed any tendency 
to become transformed into homy epithelium, and that the contents of the 
cysts were dissolved out by ether.” Dr. Pringle gave a reference to a case 
similar to his own described by Bosellini. Dr. Little had not had access to the 
original description, but judging from Dr. Pringle’s description this could also 
be differentiated completely from Dr. Little’s case. Similarly, there could be 
no question of the derivation of the cysts in the exhibitor’s case from sweat 
glands or from hair-follicles, and the demonstrable continuity of the cyst wall 
with the surface epithelium of the epidermis, and the filling of the cavity of 
the cyst with stratified hom cells, left no option save to regard them as 
inclusion cysts, admirably described by Darier in his article on tumours 
in the “ Pratique dermatologique ” under the title “ kystes traumatiques 
epidermiques.” These were the same type as the “ implantation cysts ” of 
surgical text-books, and might be supposed to be produced by the transfer 
through injury of a fragment of epidermal tissue into the corium ; there 
the fragment grew, usually forming a closed cyst, but continuity of the 
interior of such cysts with the surface epidermis had been demonstrated 
previously. The chief difficulty in accepting this explanation in the present 
case lay in the complete absence of any history of injury, the enormous 
number of cysts present, and the position of these. It had been suggested 
that this case might be explained on the supposition that these tumours were 
really of congenital origin, that was, dermoid cysts, the late eruption of which 
might be determined by some unexplained stimulus. But the history, to the 
effect that all the tumours made their appearance for the first time after the 
patient had passed her sixty-third year, seemed to negative such a hypothesis, 
which was also quite out of accordance with the multiplicity and distribution 
of the growths. Implantation cysts were rare in any position, were almost 
always either single or at the most very few, and with one or two exceptions 
had been confined exclusively to the hands and the iris ; a generalized eruption 
JU— 3 
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of such cysts had not been hitherto recorded, so far as he knew. But 
instances had occurred in which injury had not apparently preceded their 
appearance, and as Darier stated that as long an interval as tw^enty-four 
years might separate the trauma from the development of the tumour 
resulting from it, it was obvious that the injury might be forgotten in that 
long period. Eollet ‘ had cited a most interesting example of such a cyst 
appearing fourteen years after injury, in which the growth recurred twice 
after it had been apparently completely excised. Le Fort,® whose work on this 
subject w-as the fullest that the exhibitor had been able to consult, remarked 
on the extreme rarity of inclusion cysts in parts other than the iris and the 
hand, and stated that the connexion with injury was far from established, so 
that he preferred for them the title of “ acquired dermoid cysts.” He offered 
no example in his own experience or from the literature of vmltiple cysts of 
this nature. He explained the absence of glands and hair-follicles in the cyst 
wall by the assumption that if only the upper zone of the epidermis was 
displaced, which on experimental and clinical data he showed was much the 
commonest event, the cyst-wall would contain only epidermal cells. If a 
thicker section of the skin with its appendages was buried in the deeper tissues, 
papillee, glands, and even hairs might be present in the cyst-wall, and he 
mentioned a personal observation in which a single hair was thus demonstrated 
within the cyst. He thus made out two classes of this type of cyst, depending 
on whether the invaginated fragment contained or did not contain the skin 
appendages in addition to the outer epidermal zone. For the production of the 
purely epidermal variety very much less force, very much less obvious injury, 
might suffice; and as in the present case the cysts were throughout of the 
purely epidermal type, it was possible that an explanation of their production 
might be found in the fact that the patient had been accustomed to scratch 
herself to the point of mutilation, having apparently suffered very frequently 
from severe urticaria. 


Atrophic Sclerodermia and Sclerodactylia, with Nodules of 
Calcification about the Left Shoulder. 

By G. F. Stebbing, M.B. 

The patient was a woman, aged 70, with general sclerodermia. It 
was the first case of which he could find any record of such extensive 
calcification as this patient showed. A skiagram showed there was 
a continuous chain, starting at the lower part of the axilla and extending 
in a horseshoe shape round the upper end of the humerus, becoming 

' RoUet, “ De I’apparition tardive des kystes dermoides,” Gaz. hebd. de Med. et de Ckir., 
1889, 2 8<Sr., xxvi. 

» Le Fort, “ Kystes dermoides traumatiqiies,” Rev de Chir., 1894, xiv, pp. 1013.36. 
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Skiagram of the right shoulder region in a case of atrophic sclerodermia, showing largo 
calcareous masses in the subcutaneous tissues. 
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superficial over the deltoid and reaching down as far as the insertion 
of that muscle. The mass was at first regarded as a calcification of the 
capsule of the shoulder-joint, but the skiagram showed that this was 
not the case. The contents of the nodules had not been examined. 

Skiagrams of the hands showed marked atrophy of the phalanges 
and pathological dislocations of the middle phalanx of each little finger. 

Dr. F. Pabkes Weber said that, considering how long the disease had 
been going od, the nutrition of the patient’s feet was still remarkably good, 
and good pulsation could be felt in the dorsalis pedis artery in both feet. 
There had been many cases of sclerodermia recorded associated with calcifi¬ 
cation in the skin and subcutaneous tissues, especially in the fingers, but he 
believed that this was the only case in which that particular part—namely, the 
region of the left shoulder—had been affected by calcification. In the present 
case that was apparently the only part affected by calcification, but its amount 
was very great. 

Peculiar Zoniform Naevus of the Right Upper Extremity. 

By G. F. Stebbing, M.B. 

B. L. M. W., AGED 32, had a number of discrete hard nodules, 
slightly pigmented, on the right forearm and arm, more marked on the 
extensor than on the flexor surface. The nodules had been present 
since birth, and they did not appear to follow closely the distribution 
of any cutaneous nerve. They had never caused any trouble. It was 
hoped that a section of one of them would be shown later. 

DISCUSSION. 

The President expressed some objection to the term “ zoniform ” as 
applied to the case, which was merely unilateral. The tumours closely 
resembled leiomyomata, and the same idea had occurred to Mr. McDonagh. 
Perhaps Dr. Stebbing would furnish microscopical evidence of their nature 
before the publication of the Proceedings. 

Dr. F. Parkes Weber said he believed that, when Dr. Stebbing had 
kindly shown him the case at the Lambeth Infirmary, he had suggested that 
a biopsy examination might show the little tumours to consist of unstriped 
muscle tissue—i.e., to be leiomyomata. Surely, however, in this case they 
constituted a kind of naevus unius lateris,” or systematized njevus, even if 
not a true zoniform neevus. 

Mr. McDonagh agreed that it was impossible to make a diagnosis without 
a biopsy; but, tentatively, he would regard the case as one of leiomyoma cutis. 
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Dr. Graham Litthe said that from the colour of the lesions there might 
be a remote possibility that it was an example of urticaria pigmentosa, which 
he had seen in very restricted distributions. But obviously no diagnosis could 
be established until the histology had been investigated. 

Note .—No biopsy (as suggested by Dr. Pringle) has yet been done 
on this patient, but it is hoped that one will be done shortly, and the 
nature of the tumours will he reported on a subsequent occasion. 


Case of Lupus Erythematosus. 

By H. W. Barber, M.D. 

The patient, a middle-aged woman, was well until her twenty- 
fourth year when she developed myxoedema, and was treated for it 
with thyroid for eight years. She improved on it, and remained well 
as long as she took the drug. In August, 1899, while at St. Anne’s- 
on-Sea, her face became very irritated and sore. It was treated with 
ointment and cleared up, with the exception of two patches, one on 
each cheek. These gradually spread until, in 1902, she was treated by 
a German doctor by means of Unna’s plaster. On this treatment she 
made a rapid improvement, and the eruption cleared, leaving two slight 
scars. Four years later it returned, but on the right side only. In 
1906 she was married, and in the beginning of 1907, when pregnant, 
she went to the Norwich Hospital, where her face was treated with 
X-rays, hut it did not get better. The patch continued to spread, and 
in July, 1913, it was cauterized with trichloracetic acid. The hair then 
began to fall out. Last Christmas spots appeared on her hands, and 
were treated at Norwich by means of X-rays; but, according to the 
patient’s story, her hands had been worse since she had the X-rays. 
During that time, until a week before Dr. Barber saw her—a month 
ago—she was taking large doses of thyroid. When he saw her in the 
out-patient department, he thought it was lupus erythematosus, and 
he believed the X-ray treatment had made the condition much worse. 
Dr. Williams had told him he had a case like it, which cleared up under 
sour milk treatment; and he would be glad to hear whether any other 
member had had similar experience with this type of case. The von 
Pirquet reaction was negative. 

He was much indebted to Sir Cooper Perry for giving him per¬ 
mission to show the case. 
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DISCUSSION. 

Dr. Stowers considered that the case was certainly lupus erythematosus. 
In his opinion X-ray treatment was inappropriate and calculated to aggravate 
the disease. He saw in consultation about three years ago a somewhat similar 
case, which had assumed an acute form under X-ray treatment, and 
rapidly extending, ended fatally. He regarded the present case with consider¬ 
able apprehension and recommended absolute rest in bed with a sedative local 
treatment. He asked whether the urine had been recently examined and with 
what result. 

Dr. Pernet said he had seen cases of lupus erythematosus aggravated by 
the application of X-rays. He did not like the look of this case, which was 
certainly one of lupus ei-ythematosus. He had also intended to ask whether 
there was albumin in the urine. He would advise sedative local treatment, 
and quinine internally; the local treatment first. 

Dr. Sibley said he had long since given up the use of X-rays for lupus 
erythematosus. Cases of this kind he always treated by painting them over 
about once a week with acetone and CO2, very lightly, for a second or two, 
using calamine or other sedative lotion in the intervals. They all did very 
well under that. He did not limit it to cases which were localized. He 
had recently had in the hospital both a man and a woman with the whole 
face and ears and crown of the head practically covered, producing extensive 
alopecia, and some superficial excoriation. He painted one side one day, and 
the other side another day. Both left the hospital in a month with the 
condition practically quiescent. 

Dr. Dudley Corbet^ thought that for small localized patches of lupus 
erythematosus the X-ray was sometimes good treatment; but his practice 
lately had been to treat those cases first by ionization with zinc, followed 
immediately after by a small dose of X-rays. It seemed to be the most 
successful treatment hitherto employed, and the results obtained were better 
than those following the use of either method separately. He had used the 
CO2 paint, but on the whole did not think that it w^as as useful as the method 
he had just described. 

The President said he agreed with the diagnosis of Dr. Barber, Dr. 
Stowers, and others. He believed the extreme acuteness of the case was due 
to the application of X-rays. He had seen a similar accident on more than 
one previous occasion. Nevertheless, he had seen cases of erythematous lupus 
of the “fixed type,’’ in which the lesions were very clearly demarcated, improve 
markedly under mild X-ray treatment, apart from ionization. He knew of 
Dr. Corbett’s success by his combined method. He regarded the case as one 
of great gravity, and it seemed to him to call for very large doses of salicin, or 
quinine. He usually gave quinine the preference. 

Dr. Barber replied that the patient’s urine was normal; the feeces had 
not been examined. 
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Note. — Shortly after being shown at the meeting the patient’s 
condition became considerably worse. Her temperature rose and 
remained in the neighbourhood of 103° F. for several days; there were 
also several shivering attacks. At the same time the eruption spread 
considerably. Bacteriological examination of the faeces gave a pure 
growth of streptococci, and this on a medium which favoured rather 
the growth of the Bacillus eoli group of organisms. Her urine showed 
a trace of albumin and indican. Further investigations of the faeces 
were being made. 


Cases of Annular Lichen Planus in Two Sisters. 

By H. C. Samuel. 

Case I. —Patient, A. E. B., a married woman, aged 60, with five 
children, all in good health, came to the Prince of Wales’s Hospital, 
Tottenham, last March, with ringed lichenoid eruptions on the limbs, 
diagnosed by the exhibitor as lichen planus annularis. Her skin trouble 
began at the age of 17, with a similar eruption; it lasted for about 
twelve months, and recurred less severely a short time afterwards. 
Ten years ago she had another attack lasting three months. The 
present attack at its commencement involved the whole of the arms 
and legs; it had now practically disappeared, leaving definite pigmen¬ 
tation. During her first attack she was under the care of Dr. Tilbury 
Fox, as an in-patient at University College Hospital for two months, 
and afterwards attended as an out-patient. The patient stated that she 
was exhibited by Dr. Fox at the Clinical Society of London, and that 
her case was described as lichen ruber.^ 

Case II. —A. H., aged 42, sister of the first patient, had a ringed 
eruption on the limbs and trunk. The appearance of the lesions was 
identical with those present in her sister. This was her first attack; 
it commenced last November, but was now subsiding. 

Both patients came to the Hospital independently of one another 
and on different days. Later they happened to come on the same 
day, and only recognized each other as the result of a conversation 
while waiting. 

The principal points of interest consisted in the annular atrophic 


Trans. Clin. Soc. Loiid.j 187:2, v, p. 154. 
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type of the lesion; its probably unique co-existence in two sisters, 
and its identical distribution and characteristics in both patients. 

Mr. Samuel asked for a confirmation of the diagnosis of lichen 
planus annularis, and said that the lesions present on the legs in the 
second patient suggested the possibility of parakeratosis variegata. 

DISCUSSION. 

The President said these cases were, to him, of extreme interest. He 
did not remember that Tilbury Fox had described circinate lichen planus, 
though doubtless he recognized it, because he saw the elder of these two 
patients. He was under the impression that circinate lichen planus was first 
described by Unna about the year 1885, and that he (the President) was one of 
the first to show examples of it before the Dermatological Society of London. 
Many members would not then accept his diagnosis because the lesions were 
circinate, and regarded his cases as syphilitic. His own diagnosis turned out 
to be accurate. He had no experience of the disease occurring simultaneously 
in two sisters, and could advance no views to account for it. 

Dr. Graham Little said he had seen attacks of lichen planus occurring 
nearly simultaneously in two sisters, who had suddenly lost their father and 
were thereby plunged into comparative poverty, and the eruption was ascrib- 
able to shock and general stress. He drew attention to the frequency with 
which circinate types were occurring at the present time, when they were 
seeing a most unusual number of cases of lichen planus, a frequency of the 
disease probably to be explained by the period of anxiety in which they were 
living. 

Dr. Stowers said that he also remembered having seen two sisters who 
were the subjects of lichen planus simultaneously. One of these, the less acute, 
was treated with arsenic, no vesiculation having appeared ; but the other 
developed a number of small vesicles, no arsenical preparation having been 
administered. 

Mr. Samuel replied that he did not consider the fact that both sisters had 
lichen planus as a mere coincidence, because not only was the same disease 
present, but the type of the disease in both was identical—namely, the circinate 
atrophic variety—in itself much rarer than the ordinary papular lichen planus. 


Case of (?) Angioma Serpiginosum in a Woman. 

By E. G. Graham Little, M.D. 

The patient, a middle-aged woman, had a large family, and 
worked hard. Rather more than twelve months ago she had begun 
to note a pigmentation of the ankles and lower part of the feet, and 
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this pigmentation had spread in the last few months up the thighs, 
until at the present time there was a meshwork of a light brick- 
dust colour, occupying the skin of the legs, thighs, and lower abdomen. 
The pigment was apparently produced by a sort of natural tattooing 
with a fine granular pigment, probably blood pigment, and distributed 
in the path of the superficial plexus of vessels. There was no history, 
and there were no symptoms of varicosity, in which condition a granular 
pigmentation was not uncommon. The wide extent, the retiform dis¬ 
tribution, and the rapidity of later spread were features of the case. 
The patient suffered also from some obscure pains in the limbs, and 
gave a history of an old facial paralysis, which had left a ptosis of the 
right eyelid. 

Note. — The pains were described by Dr. Harris, who had kindly 
examined the patient since her exhibition at the meeting, as due to 
rheumatic conditions, and he reported that there was no obvious 
constitutional illness. 


DISCUSSION. 

Dr. Corbett asked whether the pain which the patient suffered was not 
an unusual complication of this condition. It suggested to him some form of 
circulatory stasis. 

The President said the two conditions might he interdependent on a 
common cause. He asked whether the blood had been examined, and if so, 
with what result. It was a point of importance, as the patient was obviously 
very ill and the skin condition was progressive. 

Dr. F. Parkes Weber asked whether pigmented cases of similar tyi)e had 
not been described under the name “ Schamberg's disease.” He did not refer 
to the bright-red cases of “ infective angioma ” or “ angioma serpiginosum.” 

Dr. Pernet asked if there was any syphilitic element in the case, because 
some writers laid stress upon that. A girl he had shown at the Section, who 
was the subject of angioma serpiginosum, had appeared to improve on mercury, 
but he had not seen her lately. 

Dr. Graham Little, in reply, said he did not pay much attention to the 
pain, as it did not seem to be more than was usual with hospital patients who 
led hard lives. He did not believe enough was known about Schamberg's 
disease to discuss it usefully. He remembered seeing, when he was Dr. 
Pringle’s assistant, a boy with Schamberg’s disease of the legs, and that was 
the only case in which he got a section for histological examination. The 
clinical features of the cases shown as Schamberg’s disease were very much 
like those in this case. 
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Case of Dysidrosis and Dystrophy of Nails in a Patient with 

Graves’s Disease. 

By S. E. Dore, M.D. 

The patient, a young woman, aged 23, had suffered fronci Graves’s 
disease for three years, with marked enlargement of the thyroid 
gland, tachycardia, and fine tremor, but no exophthalmos. During 
the same time she had also had intermittent attacks of typical cheiro- 
pompholyx and dystrophy of all the finger-nails, which were deeply 
pitted and slightly separated at the free extremities, some of them 
having been shed and grown again. Atrophy of the nails had been 
recorded in connexion with Graves’s disease by Grainger Stewart and 
Gibson.^ These changes, which were stated to have been present for 
one year only, might be independent of the general condition, or might 
be associated with the cheiro-pompholyx, but as far as he knew there 
were no changes in the nails associated with dysidrosis, although such 
changes might be expected to occur if the disease was, as some thought, 
a variety of eczema. The sweating associated with the other symptoms 
of Graves’s disease might be a causal factor in the dysidrosis in the 
present case. She had had three attacks of this eruption of the skin 
during the seven months he had known her, and she had had many 
attacks before that, principally in the summer months. The feet were 
not affected. 


DISCUSSION. 

Dr. Graham Little said a friend of his, a physician to a London hospital, 
had suffered yearly for many years from dysidrosis, and as he was a man 
of very exceptional experience and of trained observation he had contributed 
some interesting personal points. In all his attacks he had shown, as well as 
the usual eruption on the hands and feet, very curious circinate erythematous 
lesions not unlike erythema iris on his body. He had formed the personal 
opinion that the eruption was associated with intestinal toxaemia, and had 
found that he had obtained greatest relief from a calomel purge. 

Dr. F. Parkes Weber said he did not think the condition of the finger¬ 
nails had any direct connexion with Graves’s disease. As the patient said she 
had had the nail ‘condition for a period of only one year, and had had the 
cutaneous trouble in the hands for about two years, the state of the nails was 
probably only a manifestation of the dystrophy of the skin of the hands. 


Edin. Hosp. Repcn'ts, 1893, i, p. 196. 
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Dr. Fernet said he believed nail changes had been observed in connexion 
with Graves’s disease, but similar nail changes might be due to various causes. 

The President said the nail changes must be regarded as tropho-neurotic, 
and any tropho-neurosis might apparently be associated with Graves’s disease— 
e.g., alopecia areata. He believed that nail changes of a degenerative nature 
had been reported in association with Graves’s disease. 


Case of Sclerodermia. 

By Dudley Corbett, M.D. 

The patient was a married woman, aged 54. There was nothing of 
importance in the family history. She had had two children, who were 
quite healthy, and had not suffered from any previous illness. There 
was no history of syphilis. The menopause occurred three years ago. 
About eighteen months ago she noticed that her fingers felt very cold 
and that sores formed frequently round the nails and on the tips of 
the fingers. These sores started as small inflamed patches which soon 
broke down and discharged pus. They were slow to heal, and those 
at the tips of the fingers though small on the surface seemed to 
extend deeply. 

During the last eight or nine months, she again suffered from the 
coldness of her fingers accompanied by the formation of sores, but 
the condition was worse than it was during the previous winter and 
was associated with gradual swelling of the fingers, which when cold 
became almost black in colour. At the same time the right hand 
and then the arm began to get stiff, the skin becoming hard, swollen,, 
and somewhat pigmented. This process rapidly spread to the skin 
of the chest. Further, she had for the last six months noticed an 
alteration in her facial appearance and some stiffness of the skin of 
the face. 

She had lost a good deal of weight lately and had felt lassitude 
and disinclination for work. Her hair, which began to turn grey at the 
age of 25, had been coming out rather excessively. During the last 
winter she had been troubled by frequency of micturition, having 
usually to get up once or twice in the night. 

On admission to St. Thomas’s Hospital she presented the appear¬ 
ance of a symmetrical sclerodermia involving the arms, chest, neck and 
face, the remaining skin being normal. The temperature was normal 
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or subnormal, and beyond the condition of the skin no morbid physical 
signs were detected in the chest or abdomen, nor apart from the dulling 
of sensation over the affected areas was there any demonstrable change 
in the nervous system. Her general condition was good except for 
slight nervousness, and apart from the stiffness caused by the condition 
of the skin she complained of nothing but some slight itching. The hands 
were stiff, the fingers being kept in a position of semiflexion. The skin 
was cold and clammy to the touch and slightly cyanosed. On the tip 
of the fingers could be seen the scales left by the ulceration which 
occurred last winter. The palms were apparently unaffected. Over 
the forearms the skin was markedly atrophic and tightly stretched, so 
that it could be pinched up and did not pit on pressure. It was rough 
and scaly on the surface. Over the neck and chest the skin also 
appeared tightly stretched, but its surface was smooth and glossy and 
the induration was less marked. The skin of the face was generally 
stiff, the process obliterating the wrinkles and lines of expression, but 
mastication and deglutition were not interfered with. The forearms 
and backs of the hands presented a diffuse yellowish-brown pigmen¬ 
tation, which was also present, but to a less degree, over the chest and 
neck. Small atrophic patches about i in. in diameter were scattered 
about, especially over the backs of the hands and fingers, but there were 
no definite patches of leucodermia or morphoea. Numerous fine branch¬ 
ing telangiectases were scattered over the front of the chest and neck. 
Perspiration occurred normally over the palms of the hands, but in the 
regions implicated cutaneous secretions were abolished, and sensation 
was slightly diminished. The pulse could be felt in both radial arteries 
and the vessels were not apparently thickened. The blood-pressure was 
125 mm. Hg. The thyroid gland was not enlarged, there was no 
exophthalmos, nor rhythmical tremor of the hands. The urine was acid, 
its specific gravity was 1010, and it contained a trace of albumin. 

There has been no rise of temperature since she has been in the 
hospital. She was being given 1 gr. thyroid twice daily and massage 
was applied to the affected parts. 

Dr. Corbett was indebted to Dr. J. J. Perkins for permission to 
show this case. 

Dr. Pernet said that sclerodactylia was often preceded by appearances 
in the fingers resembling Eaynaud’s disease which ultimately reached the 
stage of sclerodermia. 
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filcctro-ZTberapcuttcal Section. 

October 16, 1914. 

Dr. W. Ironside Bruce, President of the Section, in the Chair. 


Discussion on the Localisation of Foreign Bodies (including 
Bullets, &c.) by means of X-rays. 

Opened by Sir James Mackenzie Davidson, M.B. 

When Dr. Ironside Bruce asked me to open a discussion upon the 
localisation of foreign bodies by means of X-rays, I felt that I ought at 
once to accede to his request, in view of the immediate interest of the 
subject at the present time, when so large a number of wounded are 
returning from the seat of war with foreign bodies lodged in their 
tissues. As everyone knows, it is a matter of easy accomplishment 
to ascertain by means of an X-ray examination whether any particle 
of metal be present in the body or not, but a much more difficult 
matter to ascertain the exact size, shape, and position of such a particle. 
A variety of localising methods have been suggested and put into practice, 
and we may hope to learn something of these from subsequent speakers 
in the discussion. 

So far as my own contribution is concerned, however, I think it will 
be best for me to confine myself mainly to the method which I intro¬ 
duced sixteen years ago,^ and which, I may add, has been adopted in 
the British Army. I have continued to use this method ever since its 
formulation, and with entirely satisfactory results. With your per¬ 
mission, therefore, I will proceed to give a detailed description of the 
method, together with some illustrative cases in which it has proved 
successful. It has been a matter of some regret to me that a larger 
number of workers have not availed themselves of its advantages, owing 
to what I can only consider an entirely mistaken idea as to its diffi¬ 
culties. Anything that is worth doing at all, of course, necessitates a 
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certain amount of time and attention in the first instance in order to 
learn the method of procedure, but once this method is learned, its 
application is generally simple. As an illustration I may mention the 
case of mixed astigmatism in eye work, which involves a considerable 
amount of labour in order to learn how to correct it, but, when such 
knowledge has at last been acquired, the practical gain is enormous. 
The amount of work necessary in order to gain this ophthalmic 
knowledge is certainlj^ very much more considerable than that required 
to localise even the smallest foreign body with the utmost exactness by 
means of X-rays. 

Before entering upon a detailed description of the procedure, there 
are some general principles which it will be advisable to make clear. 
The method which I adopt has two main advantages : In the first 
place, the two photographs which are taken of the part, the X-ray tube 
having been displaced between the first and second exposure in a 
manner to be explained presently, furnish data for the mathematical 
estimation of the size and position of any foreign body which is present. 
In the second place, these same two photographs, properly viewed, give 
a stereoscopic rendering in vivid relief, showing the exact relative 
position of the various parts, the only condition being that the observer 
must possess correct binocular vision. The view thus given to the 
surgeon is so lucid that from this alone, better accustomed as he is to 
anatomical projection than to mathematical calculations, he is enabled 
to estimate the anatomical position . of the foreign body with which he 
has to deal. It is always well, however, that he should be furnished 
with exact measurements in order to confirm the impression based on 
the stereoscopic picture, and the facility which it affords for making 
these exact measurements is the chief recommendation for the method 
I am about to describe. 

The method of precise localisation, while it does not necessarily 
involve any mathematical formulae, is based, nevertheless, upon the 
simple facts of co-ordinate geometry. We are all familiar in our 
ordinary medical practice with two co-ordinates on a plane surface; in 
the temperature chart, for example, we have a horizontal line divided 
into time units, and at right angles to this a vertical line divided into 
degrees of temperature. The curve between these lines conveys at a 
glance the fluctuations of the temperature in relation to the time. 
A given distance at right angles, first from the one line and then from the 
other, would define the position of any intermediate point. We live in 
a world, however, not of two but of three dimensions—namely, length, 
breadth, and thickness—and if instead of measuring our co-ordinates 
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from two planes we measure them from three planes, each at right 
angles to the other two, we are able with equal certainty to define the 
exact position of any point in space. The most familiar illustration is 
supplied by the corner of a room in which the two walls meet at right 
angles to each other and to the floor, and any point in the surrounding 
space might have its exact position recorded by measuring its vertical 
distances from those three planes. 

The application of this principle to the interpretation of the X-ray 
picture requires some quite simple arrangements. Two wires at right 
angles to each other and intersecting in the middle must be stretched 
across a frame, and the fine point on the surface of the anti-cathode or 
anode of the tube at which X-rays take their origin must be situated 
exactly vertically, either above or below the point of intersection of the 
wires. The distance separating the crossing of the wires from this 
crucial point in the tube must be ascertained, and is preferably expressed 
in the units of the metrical system. The part of the patient which is 
to be examined is placed upon these cross-wires, and either ink or, 
better still, nitrate of silver is used to mark their position upon his 
skin. One of the quadrants formed by the wires is also marked, both 
on the skin of the patient by means of the marking medium, and also 
on the radiograph by placing at the same position a piece of lead wire 
at the time the exposures are made. In addition to this it is well to 
take notes of the position of the patient’s body, in view of possible 
alterations of pressure (in the soft parts of the leg, for example). When 
the limb is in position a horizontal line may be marked upon it, and 
the vertical distance to the plate jnay be noted. Reference can be 
made to this mark when, later, the surgeon prepares to operate. 

The tube-holder must be capable of adjustment parallel to one of 
the intersecting wires, and for the first exposure the tube is moved 
away from the central position until the anode, still parallel to one of 
the wires, is opposite a point 3 cm. to one side of the intersection. 
After the exposure is made, the plate is removed and marked, and, 
while everything else remains exactly as it was before, the tube is 
shifted for the second exposure so that the anode, which remains 
parallel to the same wire, is now opposite a point 3 cm. to the other 
side of the intersection. Thus, in the interval between the exposures, 
the tube is moved a total distance of 6 cm., which corresponds suffi¬ 
ciently closely with the average separation of the eyes. 

The plates, on being developed, reveal the image of the cross-wires 
clearly defined on the surface of the part, but, naturally, owing to the 
effect of parallax, the position of, say, a bullet at any depth in the 



4 Davidson: Discussion on Localisation of Foreign Bodies 

tissues appears to have a different relation to the wires in each photo¬ 
graph. It is necessary, therefore, to reconstruct geometrically the 
relations which existed between the tube and the cross-wires at the 
time the photograph was taken. On a sheet of tracing paper or some 
transparent material two lines are drawn at right angles, and the paper 
is superimposed, first upon one negative and then upon the other, in 
such a manner that the intersecting lines are in register with the 
shadow of the corresponding lines in each photographic image. The 
shadows of the foreign body, which are not identical in the two cases, 
are traced, and it is also important to mark on the paper in which 
particular quadrant the shadow of the lead wire appeared. 

In order to obtain an experimental replica of the conditions of 
exposure, the best plan is to place the tracing paper upon a slab of thick 
glass into which the same two intersecting lines have been cut with 
a diamond. This is mounted on a small table, and above it is a sliding 
T-piece, having a central notch at the top which is adjusted so as to 
be exactly above the point where the two lines intersect. By means of 
a sliding arrangement, the distance between this notch and the glass 
stage below is made to correspond with the distance between the anode 
of the tube and the cross-wires when the photographs were taken. At 
a distance 3 cm. to the right and to the left of this central notch are 
a couple of side notches, and, as X-rays suffer no refraction, but travel 
out into space along linear paths, their course can be faithfully repre¬ 
sented by stretched threads attached to these side notches and brought 
down upon the stage below. Each thread is weighted in order, to keep 
it taut, and the end which corresponds to the destination of the rays is 
fixed to the eye of a small needle. 

The tracing paper having been fixed upon the glass stage in exact 
register with the cross-lines, the two threads are brought down each 
to the same definite point—say the centre—of the shadow of the bullet, 
the one thread being directed to the first shadow and the other to the 
second. It goes without saying that the shadow of the bullet more to 
the observer’s left must have been produced by the tube when it was 
in the position more to the observer’s right, and vice versa; therefore, 
the threads must cross each other, and, as obviously the centre of the 
bullet was situated at some point along the course of the straight lines 
indicated by the stretched threads, the absolute position must be the 
point at which these threads intersect. 

The next thing to be done is to ascertain the exact distance of the 
point thus obtained in relation to the three planes. One co-ordinate 
is forthcoming immediately, for this distance from the crossing of the 
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threads to the flat horizontal plane below represents the exact depth 
of the position of the bullet from the part of the patient’s skin which 
rested upon the photographic plate. If then we can imagine the cross¬ 
wires to be the base of vertical planes, we may consider a vertical plane 
to be erected on each of these wire shadows, and may represent it by 
some form of upright. The distance of the point of intersection of the 
threads is then measured, first from the vertical plane corresponding 
to one cross-line and then from the vertical plane corresponding to the 
other. These.two distances are noted in millimetres, and, together 
with the measurement of the depth, give us all the co-ordinates. 

It remains now to transfer our attention to the patient’s body, 
which still bears the marks of the wires, and what is equally necessary 
in order to guard against lamentable error due to reversal, the identifi¬ 
cation of one of the quadrants by means of a mark on the skin corre¬ 
sponding with the shadow of a fragment of lead on the plate. The 
two co-ordinates representing the distance of the centre of the bullet 
from the two cross-lines are measured on the skin from the respective 
planes. These calculations give the point immediately below which 
the centre of the bullet is situated, and the distance, already ascertained, 
from the crossing of the threads to the horizontal stage below is exactly 
equivalent to the depth at which the foreign body will be found. 

One consideration in connexion with this method is specially 
pertinent in view of the necessity of locating bullets in a large number 
of cases returned from the seat of war. It is possible to save both 
time and expense by using the method just described without a photo¬ 
graphic plate at all, providing only that the foreign body is clearly 
visible on the fluorescent screen. All that is necessary is that the 
screen shall have a thin glass covering with the intersecting lines 
clearly indicated, either by a mark on the glass itself or by stretched 
opaque threads. By means of tracing paper placed in register, and 
such adjustments of the tube that the distance from the cross-wires 
can be calculated, a reconstruction of the position may be made, exactly 
as in the manner already outlined. 

An apology is scarcely needed for having entered with such parti¬ 
cularity into this method—a method already familiar to many whom 
I am addressing—since its value obviously depends upon observing 
accuracy in every detail. It is needless also to point out the various 
refinements of what is here stated in its crudity, as, for example, that 
this method enables not only the position of one point in the foreign 
body to be determined, but also the exact dimensions of the whole of 
the body, and the angle, possibly very oblique, at which it is lying in 
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the tissues. Similarly, the method is available for the most accurate 
localisation of foreign bodies in the eyeball and orbit. The principles 
here are the same as in the case of a foreign body in the arm or leg, 
but the special mobility of the eye requires that attention should be 
paid to certain practical adjustments into which the scope of this paper 
forbids me to enter in detail. The use of a rifle sight, for example, is 
a convenient means of ascertaining the central position of the tube in 
relation to the cross-wires which are resting against the patient’s 
temple. A critical adjustment is the placing of a piece of lead wire or 
foil on the patient’s lower eyelid close to the eyeball, and the working 
out of the position of this point in relation to the corneal centre. 
When the usual measurements on the cross-thread localiser have been 
obtained, it is well to discover the position of the foreign object by 
taking a model eye, five or more times larger than natural size, and 
working out the relative distances by means of a surface gauge and 
pair of compasses. 

As I have already pointed out, when the two photographs taken 
by the localisation method are combined, they form a stereoscopic 
picture. Stereoscopy alone, indeed, may often be sufficient to reveal 
to the trained eye the position of a foreign body by the relation 
which the intruder bears to the bones or to other anatomical details. 
This supposes, however, not only an intimate anatomical know¬ 
ledge, but also the possession on the part of the observer of correct 
binocular vision. Some critical physiological optics underlie the whole 
question of seeing stereoscopically. The theory of such vision is, briefly, 
this, that when we have to converge (turn inwards) our gaze in order 
to see certain objects, we instinctively refer those objects to the nearer 
position, and when we have to diverge (turn outwards) we refer the 
objects to a further distance. A theory was current at one time that 
stereoscopic vision resulted from the very rapid motion of the eyes 
when focusing two images by convergence and two by divergence, 
thus conveying to the brain the impression of relative distance. It is 
possible, that in the course of evolution the stereoscopic faculty of 
perspective has been built up by means of the movement of the eyes, 
but the fact that the sense of stereoscopic relief, as conveyed to the 
brain of the observer, is based upon the relative position of the images 
on the fundi of both eyes is capable, if time permitted, of very simple 
demonstration. In this place a note need only be made of the necessity, 
in any form of stereoscope, that one eye should only see one image, and 
the other eye the other image. 

I may, perhaps, be permitted a few words with regard to the 
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practical side of stereoscopic skiagraphy, as the arrangements are very 
similar to those already laid down for the more precise localisation 
method. In this case, again, the X-ray tube must be displaced between 
the two exposures by a total distance of 6 cm. (or 3 cm. on either side 
of the central zero point). The line connecting this displacement of the 
anodes must be parallel with one edge of the photographic plate, or with 
some corresponding line across the photographic images. If the tube is 
placed in the holder for working from above, some sliding arrangement 
for its displacement is necessary, and in this case a window covered 
with parchment, such as is used for making drums, is a good material, 
being able to support considerable weight, and at the same time being 
very thin, and quite transparent to X-rays. Piano wire across this 
window', near one of its margins, can be used to indicate the line of 
tube displacement. 

The patient may lie upon a couch, the tube be in position above 
or below, and the plate be laid upon the part. The upper and lower 
borders of the plate should be marked with blue pencil on the skin, and 
it is also of service to fix on the skin a piece of lead wire—shaped as an 
L, to mark the left side—as an aid to correct registration when viewing 
the negative afterwards. It may be mentioned here that a conveniept 
means of demonstrating stereoscopically the relation of the skin to the 
parts beneath is afforded by painting over the skin a little bismuth 
mixed with weak gum water. The patient must be kept absolutely 
still while the tube is displaced, one plate removed, and the second 
exposed in exacjily the same position on the patient. Any movement 
of the subject between the two exposures would lead to false or pseudo- 
stereoscopic effects. 

The two photographs obtained in this way, when viewed stereo¬ 
scopically, combine in excellent relief. The most suitable arrangement 
for viewing X-ray stereoscopic transparencies is the Wheatstone 
stereoscope, but the original negatives can be viewed entirely without 
apparatus if the observer will take the trouble to learn how to see 
stereoscopically. For this purpose the two large negatives are placed 
side by side in correct position against a window or some other means 
of illumination, and the observer converges his eyes to a point between 
them. After a little practice he will find the stereoscopic image 
making its appearance, diminished in size, it is true, but very clear, 
in the space between the eyes of the observer and the negatives. The 
double images at either side, which are troublesome at first, can be 
eclipsed by bringing up the hands laterally, from the sides. 

The same general principles govern stereoscopic fluoroscopy, which. 
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it appears probable, will be used in the not distant future much more 
generally in hospitals than is the case at present. There is, indeed, a 
considerable field open for some practical and convenient apparatus 
for carrying out this method. The stereoscopic fluoroscope involves 
the use, either of a single tube with two anodes, or of two tubes with 
their anodes in a horizontal line some 7 cm. apart. The patient is 
interposed between the tubes and a large fluorescent screen, and each 
tube is illuminated alternately for an instant while the observer looks 
through some form of eyepiece which eclipses each eye in turn. In 
order to secure persistence of vision, this cycle of alternations must take 
place at least ten times per second, and, each tube producing one 
shadow at a time, and each eye alternately seeing a separate image, 
the observer is enabled to combine the shadows into a single stereoscopic 
picture. 

The great value of stereoscopy scarcely needs any enforcement, but 
its application to the localisation of foreign bodies is necessarily limited 
to the more simple and patent cases. For greater precision one must 
fall back upon mathematical calculations, but, fortunately, as this paper 
has attempted to show, such calculations present no very formidable 
obstacle. The mastery of some such method for ascertaining the exact 
situation of a particle of metal embedded in the tissues was never more 
important than to-day, when the surgeon is confronted with batches of 
cases in which it is necessary to extract bullets and' fragments of shell 
with the utmost dispatch and directness, and the least possible damage 
to the surrounding parts. There are methods of precise X-ray localisa¬ 
tion in practice other than the one upon which I have dwelt more 
particularly in this paper, and these, doubtless, will find their exponents 
in the course of the discussion. 

I am sure that in the future—and the not very far future—in many 
hospitals, especially at a time like this, in which there is a rush of cases, 
if you have a good stereoscopic fluoroscope you will be able to locate 
foreign bodies, by inspection, with the same certainty with which you 
can see fruit in aspic or clear jelly, and I hope that some of the 
younger men will work that out, and thus enable a great deal of time 
and trouble to be saved. I hope to hear of other methods, perhaps better 
and simpler than those I have described to you. 

Mr. Lockhart Mummery, in response to the President’s invitation, 
said he had hoped to hear other radiographers speak before he dealt with 
some surgical aspects. He was exceedingly interested in what Sir James 
Mackenzie Davidson had said, because at the present time it was vital 
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that there should be some reliable and practical method of localising 
ballets and shell fragments. He had already, since the war began, had 
some experience of cases of ballet wounds where localisation was 
essential, and there could be no doubt that some of them were exceed¬ 
ingly difficult. The method of localisation just described seemed to be 
a really excellent one if it could be adapted to the cases. He under¬ 
stood Sir James to contend that there should be a steel or plated 
measure which, if necessary, should be passed down the plane indicated 
until the bullet was found. But one of the difficulties he had found with 
ballets at the present time, at any rate Mauser bullets, was that the men 
wounded by them were not received here until a week or ten days after 
being hit; so that the best part of a fortnight had elapsed before the 
bullet could be extracted. By that time the bullet had become sur¬ 
rounded by a mass of fibrous tissue of cartilaginous hardness, under which 
circumstances a probe was useless. One put the finger in, or passed a 
probe, and felt something like a bullet, but there was no differentiating 
as between cartilage and metal. The only means of distinguishing the 
bullet was by the impact of a knife or needle on the metallic surface. 
It was most important for the surgeon to cut deliberately straight 
down to the spot where he knew the bullet was located; hence the 
importance of localisation methods. The greatest difficulty in dealing 
with these bullets was that they were often in such very difficult and 
tiresome situations. One had frequently to decide whether any attempt 
at removal should be made, owing to the region involved; it might 
be the anterior mediastinum, or beneath the subclavian artery on 
the left side, which he would not dream of catting down upon. Some 
of the most interesting cases were those in which the bullet, generally 
a Mauser, had struck some hard object which was in contact with the 
patient’s skin. The effects then produced were curious and often dis¬ 
concerting from the surgeon’s point of view. The ballet struck such an 
object as a buckle or a sword-belt or sword-hilt—in one case a revolver 
butt, close up to the belt—and passed through a small entrance wound 
and then spread widely, in tiny fragments, almost in the same manner 
as a shell, on a small scale. He had brought skiagrams of three cases 
on which he had operated recently. In one case the ballet struck the 
butt of the officer’s revolver as he carried it near the abdomen. The 
entrance wound was about an inch long, and when the bullet got inside 
it broke up into ten or twelve pieces, mostly casing, but partly lead. 
Some of the fragments were in front of the hip-joint, some in the groin, 
some in the thigh. As would be seen by the skiagrams—all of which 
had been excellently taken by the President—it was not easy to “ fish 
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out ” so many pieces of bullet from different regions. Moreover, under 
the circumstances he had mentioned, the wound was very septic, and 
large amounts of other material were carried into the wound. In this 
case a piece of tobacco pouch and a little tobacco were carried in, 
resulting in an elaborate and complicated type of wound. 

A still more interesting case was one in which a shrapnel bullet 
struck the buckle of a wrist watch. This had an extraordinary effect 
on the bullet, much of it being broken up into fragments as fine 
as pepper. He removed twenty-two fragments which approached a 
reasonable size, but fragments were found to have gone between 
every tendon and between every nerve. In such cases it was not merely 
a question of localisation, for it was almost a surgical impossibility to 
remove every one of the fragments. Yet this man was recovering 
well, with the exception that a tiny fragment had cut the deep branch 
of the ulnar nerve, which, of course, could not be repaired. 

In another case an officer was struck by a Mauser or shrapnel 
bullet—he did not know which—on the sword-belt, and the bullet 
travelled through the wing of the ilium. One piece travelled forward 
and tore open his sigmoid flexure. Some pieces of bone were driven 
backwards post-peritoneally, some of them travelling to the other side 
of the spine. The patient had a faecal fistula through the wound, and a 
violent secondary haemorrhage more than once from the lumbar artery, 
which was cut close to the spine. He (the speaker) closed the faecal 
fistula from the abdomen, and the patient was recovering; but he 
doubted whether the bullet could be removed, as it could not be reached, 
except through the peritoneum or through all the posterior lumbar 
muscles. It seemed that the bullet must be left in situ. Liocalisation 
was not the problem there. 

Dr. Ironside Bruce had localised every one of his cases for him, and 
every bullet which had been cut down upon had been found. 

Mr. Cooper said he did not feel he could add much to what Sir 
James Mackenzie Davidson had submitted. For upwards of two years 
he had been localising foreign bodies in the eye at the Moorfields 
Hospital, during which period he had had over 300 positive cases, and 
there had been no complaint of inaccuracies from the staff. The only 
difference between the localisation of bullets in various parts of the body 
and foreign bodies in the eye was, that in the case of the eye one was 
dealing with an extremely mobile organ, which, as Sir James said, 
one must take particular care to immobilise. And it must be immo¬ 
bilised in a certain position, so that one could say accurately from the 
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skiagrams where the centre of the cornea happened to be, as the 
surgeon preferred to make all his measurements from the centre of the 
cornea. The eye itself, under normal conditions, was transparent to 
X-rays, therefore some pointer must be used from which the centre of the 
cornea could be estimated. For that purpose, under Sir James’s tuition, 
he had used a small piece of fuse wire, which he fixed with strapping 
immediately below the centre of the cornea when the patient looked 
straight in front of him. The distance below did not matter so long 
as it was known, and measured accurately, and this was easily done by 
means of a pair of dividers. One simply measured up the end of the 
fused wire, and measured the distance from the co-ordinates of the 
foreign body in situ. He had brought specimen charts which would 
show how it was carried through. 

Eesults could be checked quite surely by making the fuse wire a 
known length and then measuring the fuse wire in space by means of 
the cross-thread. If the result was identical with the known length 
one could feel satisfied that the other measurements were correct. 

It had been said that this method of localisation required the employ¬ 
ment of a quantity of costly and intricate apparatus; as a matter of fact, 
one only required a reel of cotton, a.reel of iron wire, and a pair of com¬ 
passes, besides the ordinary things which the practitioner would probably 
have by him, especially one possessing an X-ray installation. He did 
not mean that it was not more convenient and handy to have a proper 
appara^tus suitably fixed, but it could be done without, and he had 
proved it. 

Dr. Hamfson said he did not propose, as the hour was late, to 
occupy the time of the meeting to any extent. All members of the 
Section knew of the valuable work of Sir James Mackenzie Davidson 
in connexion with radiography and the work of the surgeon. All this 
advance depended on the happy thought by which Sir James adapted 
to this research the principles used by geometers in measuring, by 
triangulation, the height of a mountain which was inaccessible, such 
as was employed to measure the height of Mount Everest. It was now 
possible to see and measure the depth beneath the surface of a foreign 
body. All that those who followed Sir James could hope to do in the 
matter was to follow out the principles in the way which seemed to 
promise most usefulness in the future. Sir James had mentioned the 
need for some pains and trouble to be taken, and perhaps the need for 
a good deal of that had accounted for the method not being more 
generally practised so far. Surgeons, like other people, were apt to 
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follow the line of least resistance, and to adopt a simple and handy 
means in place of a more complicated one. He would show, by means 
of the epidiascope, a method which he had adopted for the purpose of 
expediting results, and to obviate a separate calculation for each case. 
It took the form of a scale. 

As Sir James had shown, the depth to be found depended upon the 
actual depth, the distance of focus from screen, the distance through 
which the focus was moved, and the distance through which the shadow 
on the screen moved, between the first and second operations. These 
were all mutually related. Now, if the distance from focus to screen 
were kept constant, say at 50 cm., and if the movement of the focus 
were constant, say at 10 cm., only two factors remained to vary with 
each other—namely, the depth of the foreign body and the movement 


cm. on Screen 




cm. Depth : F.B. 


of the shadow. How these varied could be worked out on a drawing- 
board with a fine pencil in the study more exactly than with strings 
and weights in the presence of surgeons in a hurry. Moreover, if 
a number of cases were worked out beforehand, the results could be 
put on to a scale such as that shown in the illustration. If the two 
positions of the shadow were marked on the lead-glass cover of the 
screen, it would only be necessary to put the lower edge of the scale 
against the marks to read off without further trouble the depth of the 
foreign body. Without more apparatus than this scale any radiographer 
could, therefore, give at once the depth of a bullet more correctly than 
any but the most skilful performers with more complicated apparatus. 

A little extension of the scale made it possible to get the results 
with equal readiness in cases where the distance between screen and 
focus was not fixed at 50 cm.; so that it would not be necessary to have 
a couch which admitted of adjusting this distance. Messrs. Newton 
and Wright had such a scale in preparation. 



Electro-TJierapeutical Section 


13 


Mr. Saner said that, as Besident Surgical Ofi&cer at Guy’s Hospital, 
he looked on this subject from the surgical standpoint. It was his 
privilege there to extract all the needles where it was possible to treat 
the cases in the Out-patient Department. At first, it had been his 
practice to cut down on the marks made by the radiographer. The use 
of a local anaesthetic often made the depth greater than it appeared 
under the rays and much time was spent in searching for the needle, 
with varying damage to the tissues under dissection. He was glad 
to hear Sir Mackenzie Davidson state that he considered the removal 
of foreign bodies one of the most difficult operations in surgery. In 
submitting the method he had used during the last six months on some 
thirty cases, he hoped to show that it was more rapid and more certain 
than the usual method of localising first and operating without the aid 
of the rays. Most of the needles were removed from the hand. Where 
the patient could be persuaded to wait for a week to see if all symptoms 
disappeared without removal, it was found that an operation was often 
avoided. 

The position of the needle was found by rotating the part under the 
screen and the end nearest the skin marked down. The rays were then 
turned ofif and after sterilising with iodine and anaesthetising with a 
solution of novocain and adrenalin, an incision an inch long was made, 
through skin and fascia. A fine pair of mosquito forceps were then put 
in the wound with the points closed and the rays turned on. Using 
the artery forceps as a probe and rotating the limb, it was comparatively 
easy to make out the relative positions of the needle and the forceps 
(fig. 1). When the point of the probe was seen to touch the needle the 
forceps were withdrawn slightly, the jaws opened, and pushed forward 
again until the needle was seen to lie in the position indicated in fig. 2. 
The forceps were then closed and moved laterally, so as to make sure 
the needle had been grasped (fig. 3). Under an ordinary hand lamp, it 
was now possible to expose the needle by blunt dissection along the 
handle of the grasping forceps. It was as well to fix another pair of 
forceps on to the needle before relaxing the first pair, even when a good 
exposure had been obtained. He claimed that it was possible with 
some practice' to localise the needle and complete the operation in 
twenty minutes. He had done three consecutive cases in the hour, and 
he challenged the ordinary methods to compare with this in rapidity. 

He would like to know whether all the bullets referred to by Mr. 
Lockhart Mummery were giving trouble. He (Mr. Mummery) had 
stated that it was of little use using the probe as in some cases the 
bullets were surrounded by fibrous tissue. He suggested that in such 
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Fig. 2. 

Forceps enclosing needle. 
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Forceps grasping needle 
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Forceps grasping needle. 
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cases removal was hardly necessary. Foreign substances, such, as 
plates on bones, if applied aseptically, caused no trouble. They, how¬ 
ever, soon became surrounded with dense fibrous tissue. If bullets 
were in a similar state in the tissues, or bones, little trouble seemed to 
be caused. 

Mr. H. N. Eccles, Assistant Eadiographer to the Hospital, had been 
most kind in helping him with many useful suggestions in each case. 
He wished to associate Mr. Eccles’s name with the communication. 

The President (Dr. W. Ironside Bruce) said he would like to 
express at once a warning he had in mind in reference to the procedure 
adopted by Mr. Saner—namely, the possibility of damaging the skin of 
his hands by the continual X-rays exposure. 

Mr. Saner, replying to the President’s remarks, said he had thought 
of the possible danger to his hands, but he had not, so far, had any 
trouble. He was attempting to obtain some gloves as protection during 
the manipulations under the rays. The exposure was very short in any 
one case. His body was protected. 

Dr. Bailey stated that he had made 350 X-ray examinations of 
some 550 wounded coming from Mons, the Marne, and the Aisne ; 
all the cases with bullets, shrapnel, or fragments of shell required 
localisation. The surgeons he worked for at the 2nd Eastern 
General Military Hospital at Brighton preferred to have an antero¬ 
posterior and a lateral photograph of their cases; they were not so 
satisfied with a stereoscopic view or with a localisation (such as Sir 
James Mackenzie Davidson’s) in which the surgeon had to accept a 
statement by the radiographer that the foreign body was at a certain 
depth, vertically, below a point marked on the skin. He used Sir 
James’s method frequently, however, where the surgeons’ favourite 
method was impossible, as in the pelvis, high up about the shoulder- 

joint, &c. A third method of localisation was extremely useful_ 

namely, using a vertical ray and covering two marked points in front 
and behind with lead rings, so that the ring shadows and the bullet 
shadow coincided, then moving the X-ray tube out so that three 
shadows were produced. The hullet could then be absolutely located as 
regards the two marked points on the skin. The object of the radio¬ 
grapher should he to produce a mental picture of the position of a bullet 
sO clearly in the surgeon’s mind that he searched for it with extreme 
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confidence, and it was often worth while to prove the position of the 
ballet by four or five different methods in order to produce that 
confidence, and as a consequence a successful operation. 

Sir James Mackenzie Davidson, in replying on the discussion, 
said he felt exceedingly gratified that it had been so interesting. 
When Mr. Lockhart Mummery spoke about some of the wounds 
being septic by the time the patients arrived in this country, he did 
not know whether that gentleman meant to imply that on this 
account the localisation method was difficult to apply. [Mr. Mummery : 
No.] There were, of course, many details connected with the system 
which could not be entered into in a single paper; indeed, he feared 
he had already wearied his audience. With regard to the sagging of 
the flesh, and the consequent difficulty in arriving at the true depth, 
he now had a means of overcoming that. In early days he found that 
in his estimation of the depth of the needle there was a greater 
difference between that and the depth found at the operation than 
he could allow for. In one case a lady who ran a needle itito the 
calf of her leg had only one leg, hence particular care had to be 
taken, and this was not a case in which the foreign body could be 
left alone, though he agreed there were such cases. As this lady got 
about on crutches, her one leg was not exercised, and so was flabby 
instead of firm. When the leg was put down, the flesh collapsed 
together, and the depth appeared to be less than when the tissues 
were in a more or less elastic and firm condition. Therefore, when 
there was a yielding of that kind he took a surface-gauge and marked 
a line on the surface of the body with nitrate of silver when it was 
being X-rayed and in this way the absolute depth could be ascertained, 
however swollen the part might be. With regard to bullets whose 
effect seemed to resemble that produced by explosive bullets, owing 
to striking hard metal casing, he had several cases like that in the 
Boer War, and extraction was very difficult, and could not be done 
properly. But if the stereoscopic fluoroscope should come to be a 
practical actuality, these bodies could be picked out with the greatest 
ease. With regard to the failure of the probe to detect a foreign 
body, he had an arrangement which he introduced thirty-five years 
ago and used in a jaw case. A woman in Aberdeen was shot in the 
face, and the bullet could not be found. Graham Bell had just brought 
out his telephone, and he (the speaker) took a two-shilling piece 
(later he used a plate of pure silver) and attached this to the telephone 
wire, and placed it on the moistened skin of the patient, and as soon 
N —la 
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as the probe-electrode which was attached to the other pole of the 
telephone touched metal in the tissue, a current came through. (^Mr. 
Mummery : The difficulty is that the bullet is embedded in cartila¬ 
ginous tissue, and you cannot get at it.] It was useful to know that 
one could come down upon it. He agreed that in some cases it was 
wiser to leave the bullet alone; he had known some disasters from 
unwise interference. In one case, at Netley, a bullet was localised 

deep in the mediastinum, and he advised that it be left alone. The 

man went to Scotland, the country whose inhabitants were noted for 
their caution; but the surgeons decided to go for the bullet, and the 
result was fatal. He recently had the case of an officer who was shot 
with shrapnel. Everything healed up well, but he had violent pain in 
the abdomen. The localisation of the bullet was found to have been 
correct, for it was in his gall-bladder. It was removed, and the patient 
was now progressing well. Dr. Hampson’s method of devising a scale, 
to save time and trouble, was very nice, but he would be interested 
to know how it could be applied to eye work. 

He had a list of disasters where some method of localisation had 
been employed, and in some, he was sorry to say, no method had been 

used at all. During the last week he had had four cases in which 

operation had been tried for removal of a bullet but failed, and the 
bullet was found in a different location, and yet it was so embedded 
that it could not have shifted. A very slight difference in the position 
of the tube might give an erroneous idea of the locality of the foreign 
body. 

He thought this discussion would have served a practical end if it 
resulted in impressing upon the surgeon the necessity of taking some 
trouble in this matter of localisation before the patient was placed on 
the operating table. Half-an-hour spent in this way was far better 
than ten minutes extra occupied during the actual operation. What¬ 
ever method was used, it was always worth while to take trouble. 

He wished to thank members of the Section and all present for 
their kind reception of his paper, and he hoped he had not been 
wearisome. 


The President announced that the next meeting of the Section 
would be held on January 15, and it would be a clinical evening 
He asked for an early intimation concerning material which members 
proposed to bring forward for that occasion. 



Elcctro-^Cbcrapcutical Section. 

January 15, 1915. 

Dr. W. Ironside Bruce, President of the Section, in the Chair. 


Discussion on New Methods for Localisation of 
Foreign Bodies. 

Opened by A. E. Barclay, M.D. 

The apparatus I have to bring forward is so simple that I feel some 
'Compunction in submitting the instrument I use for localisation. All 
radiographers base their localising work upon triangulation, a principle as 
old as the hills; it is a surveying principle which Sir James Mackenzie 
Davidson was the first to apply to medicine. It depends on the fact 
that X-rays proceed in a straight line, therefore the shadow cast by a 
foreign body must lie somewhere on that straight line. If one moves 
the tube, the shadow of the foreign body on the screen must also move. 
If one measures the distance that the shadow moves and that from the 
tube to the screen, one can work out by a mathematical formula the 
exact distance of the foreign body to the screen (or plate, by making 
two exposures on the one plate). This entails exact readings of very 
small measurements and a certain distrust of one’s figures. I therefore 
devised a reproduction of the usual diagram by which the whole process 
will be worked out mechanically, leaving no room for any possible 
mistake from misreading of figures or errors in calculation. 

The height of the edge of the couch above the tube centre is a fixed 
distance, and to this has to be added the extra height of the screen or 
plate above this point. This is easily done by a right-angled height 
•GAUGE with a sliding piece, J, which indicates this distance on a scale 
on the vertical arm of the right-angle gauge when the cross-arm is 
brought down to the plate. The foreign body is located and its position 
P—5 
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on the skin marked through a hole in a small fluorescent screen (Captain 
Holland’s device), narrowing the diaphragm to its smallest extent and 
taking pains that the tube is accurately centred in relation to the 
diaphragm. The diaphragm is then opened and the tube is displaced 
a definite distance, 10 cm., and the new position of the shadow is 
marked on the screen, the first position being indicated by the hole in 
the fluorescent screen, which has not been moved since the skin was 
marked through it. For large foreign bodies, in positions where they 
are quite clearly seen, this is sufficient, but in a large number of cases, 
especially the more difficult ones, I make two exposures on the one 
plate, thus obtaining an accurate record. 

The BEAM COMPASS, provided with small knife-blade edges facing 
outwards, is then employed to gauge the movements of the shadow, 
and this setting of the edges is then applied to the locator. In the 
LOCATOR the points A and D represent the two positions of the tube. 
The line A H is the line of the central beam of rays by w^hich the skin 
mark and first position are made ; the line DE represents the beam 
of rays casting the second shadow. The sliding cross-piece, B C, is 
the screen or plate, and this is fixed at the ascertained tube-screen 
distance by the screw at B, the readings in centimetres and inches 
beipg marked on the boxwood rule, A H, on which the steel slip is 
mounted. The steel slip, D E, moves from the point D and can be 
clamped by the screw at C. One blade of the knife edges of the beam 
compass, which has been set, is placed at the point G (the line of the 
central beam), and the slip, D E, is then moved up against the other 
blade and clamped in position by the screw, C. The whole process has 
now been accurately reproduced, and the shadow must be due to a 
foreign body lying at the point where the rays cross—i.e., at F. All 
that has to be done is to measure the distance, G F. This is done in 
a moment by expanding the blades of the beam compass between these 
tw'O points, and this gives the exact distance between the plate and the 
foreign body. 

It is comparatively seldom that the plate or screen is actually in 
contact with the skin at the point from which the localisation is made. 
This source of error presents no difficulty if a .small piece of metal is 
placed on the skin close to the skin mark on the same level. Both 
shadows are then localised and the correction made by subtraction. It is 
surprising how big an error there is from this source, and how misleading 
are the results if the plate is tilted in an attempt to overcome the error. 
If the plate is not horizontal—i.e., in the same plane as the tube move- 
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ment—there is an even greater miscalculation as the result. Because 
of these sources of error and the double localisation involved, plates are 
preferable to screen localisation in all except the obvious straightforward 
cases. 



Instrument for use in localisation of foreign bodies. 


The use of the locator is absolutely simple; it can even be done by 
the light of the fluorescent screen, and the whole process is absolutely 
mechanical and positive. There are no small measurements to be 
read, and the results given are as accurate as those of 'the cross¬ 
thread localiser. 
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DISCUSSION. 

Dr. Hampson ; I wish to refer again to the system of which 
I briefly spoke at the last meeting of the Section. Having obtained 
the marks on the screen in the way shown by Dr. Barclay, one 
notes on the scale the number of centimetres they are actually apart. 
On the other edge of the scale one notes that the depth of the 
foreign body is, say, 7. That is one advantage the system I am 
speaking of possesses over Dr. Barclay’s, which, in its essence, was 
exhibited at a meeting of the Bontgen Society a month ago. Tt is 
a useful system, a neat abbreviation of the full-size Mackenzie Davidson 
system, very correct and handy. And if it were not for the still further 
advance which disposes of the necessity of having even such an instru¬ 
ment, since one is able to read off the depth directly from the screen, 
it would be most useful. (Table exhibited.) The system is capable of 
much further development. Since then. Captain Thurstan Holland has 
further elaborated that table so as to use any distance between anti¬ 
cathode and screen; or one may elaborate a scale system, such as is 
shown on the first slide. The vertical line of dots represents the dis¬ 
tance of the anticatbode from the screen; and the horizontal lines of 
dots represent the degree of movement of the image upon the screen. 
One of the merits claimed for this system is the extreme accuracy and 
minuteness of the observation rendered possible; on the scale one c 5 *.ti 
easily see J mm. For very exact work one can have a double impres¬ 
sion on the plate, and measure accurately down to ^ mm., whereas most 
of the charts which might be drawn do not go beyond J cm. or mm. 
Moreover, the scale is very neat and handy, and can easily be carried in 
the waistcoat pocket. 

I wish to mention some misapprehensions concerning the method. 
Some say it is very well for rough work, such as finding bullets, but 
something more minutely accurate is wanted. But I claim for •this 
system that it is most exact, quite as exact as the crossed-thread method 
with nine-tenths of the work done beforehand; and the accuracy must 
be greater than where one is dealing with flexible threads', which may 
be caught by one another, and may be displaced by the scale with 
which one is working. But a line drawn by a fine pencil on a sheet of 
paper cannot be disturbed by a line drawn across it. It is said that the 
original method has the advantage that it shows the position of the 
foreign body in relation to fixed points, such as to a bony point in the 
body. But this method does exactly the same. And if one wishes to 
learn the possible obliquity of a body, one can ascertain the depths of its 
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two ends as exactly and thoroughly as by the original crossed-thread 
method. So, while admitting our indebtedness to Sir James Mackenzie 
Davidson, I do not admit any falling off in accuracy by the method just 
described. I wish to say how deep is the debt to Sir James for his 
method, upon which the other modifications are founded. 

Captain Thubstan Holland : I have no new localisation method to 
bring before the meeting. The developments which have taken place 
are all based upon Sir James Mackenzie Davidson’s, which, I think all 
must admit, is the most accurate of all, and must remain so. The 

( 
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Diaobam I. 

A A, Iwo movable metal pointers on scale ; B, hole in glass and screen. 




A A, 10 cm. ; i?, pointer raised to B' fixes the slider to the rail. 


devices now used are time-saving methods, but they are not quite so 
accurate as Sir James Mackenzie Davidson’s original method. Though 
in a busy base hospital, with wounded pouring in by hundreds, it is 
desirable to have shorter methods, the original method is the best. 
When Dr. Hampson described his method at the last meeting, I felt it 
was worth the whole journey up to London to hear, and I returned 
with the hope that I might be able to improve on it. In applying 
this method it soon became apparent that the large fluorescent screens 
mounted in large frames were impossible of application for exact work. 
In many cases these could not be brought into contact with the skin of 
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the area to be examined, and also could not be kept in position. After 
several.experimental screens the following has been found to be the 
best. This is a small screen 6 in. by 2 in., and fixed to the back of 
a very light wooden frame. The screen has a thin piece of lead glass 
in apposition with its fluorescent surface. At a distance of a little more 
than 1 in. from one end there is a small round hole right through the 
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Chart to show various depths of a Foreign Body. 
For a tube displacement of iO Centimeters 




glass and screen. Attached to the wooden frame all round is protective 
X-ray rubber. Along one side of the screen commencing exactly opposite 
the centre of the hole is a 10-cm. scale. On this scale are two movable 
metal pointers extending half-way across the surface of the screen on 
the glass. (Diagram I, see p. 23.) In actual use this screen is laid upon 
the part under examination, the long part from the hole being in the 
opposite direction to that in which the tube is to be displaced. It will 
be seen that a small screen like this can be adapted to almostjany 
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possible position in which it may be required, that the flexible rubber 
ifcround will help to keep it in position as well as give the operator’s 
hands, &c., protection from the X-rays. 

Having found the shadow of the foreign body on the screen, the area 
of the illumination is diaphragmed down to a space about 1 in. square 
—this is done by means of a metal adjustable diaphragm on the top 
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Chart to show various depths of a Foreigm Body. 
For a tube displacement of io Centimeters 




of the tube box—and the position of the movable tube box is so adjusted 
that the shadow of the foreign body is centred in this square. The 
next thing is gently to move the screen itself until the shadow of the 
foreign body—or some definite part of it—disappears in the hole in the 
screen. That done, a small stylographic pen is passed straight through 
the hole and the skin so marked. You then have a mark on the skin 
under which—in that position of the body or limb—the foreign body 
must lie. The next thing to do is to displace the tube box 10 cm. The 
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effect of this is to alter the position of the shadow on the screen. The 
second pointer on the screen—the first having been placed opposite the 
centre of the hole—is then moved to point to the second position of the 
shadow. The distance between the pointers read off on the scale 
attached to the screen gives the distance of the displacement of the 
shadow. 

For practical purposes quarter centimetres are small enough for the 
localising of such things as bullets or pieces of shrapnel. The only other 
measurement required is the distance from the centre of the tube to the 
screen. Dr. Oram has invented a very simple method of getting at this 
at once. At Liverpool I use the Ironside Bruce couch ; I do not believe 
there is a better couch for localising. Dr. Oram’s idea is to take a 
centimetre tape measure of the spring variety and reverse the tape. 
This must be attached to the movable slide on the overhead bar of the 
couch; the distance of the anticathode to the top of the couch measured 
and the tape brought out till it reads at the top end this distance; then 
cut off so that the lower end touches the table. Fix a small weight 
on the lower end to just touch the table. When this is done by drawing 
out the tape to touch the surface of the screen, the distance of the anti- 
cathode to the screen is read off at the top end of the tape, whatever 
may be the position of the screen. 

I have also devised a small arrangement which allows the 10-cm. 
displacement of the tube to be made easily and accurately. Attached 
to, or rather surrounding, one of the rails, under the couch on which 
the tube box runs, I have fitted a four-sided wooden box with no ends. 
This fits the rail accurately, but slides easily along it. On the top of 
this is a pointer, and this pointer is arranged parallel to the rail. When 
the tube box is in the first position—from which it must be moved 
10 cm.—this carrier is pushed along until the end of the pointer touches 
the side of the box. The pointer is hinged so that it can be raised up 
out of the way, and this movement also fixes the slides to the rail. The 
pointer is also so long that when the tube box is moved up to the slider 
the movement is automatically 10 cm. Obviously a little arrangement 
of this kind allows of the movement of 10 cm. to be made from any 
position of the tube box and is very accurate. (Diagram II, see p. 23.) 

There are many methods of determining the depths of the foreign 
body after the necessary measurements have been made on the screen. 
I have drawn up two tables of figures {see pp. 24 and 25) in which the 
top lines give the distances of tube to screen, and the figures on the left 
the distances of shadow displacement. The figure on the scale where 
these intersect is the distance in depth of the foreign body. 
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If one desires extra accuracy, one can control the observations by 
making a double exposure on the same plate, and then measure the 
displacement of the foreign body by the shadow on the plate. That, 
however, in the case of rifle bullets and large pieces of shell is scarcely 
ever necessary. During the last three months, since this method has 
been adopted, every foreign body has been found, and with the greatest 
ease; and no other method is now employed, except in special cases. 

Dr. A. C. Jordan : The method I am about to demonstrate is not 
intended to supplant any other, or to compete with others in accuracy ; 



I simply show it as a convenient means of localisation which yields very 
accurate results. It is independent of the distance between the tube in 
the box and the fluorescent screen : it is likewise independent of photo¬ 
graphy. When Messrs. W. Watson and Sons made the instrument for 
me, I thought the idea was original with myself, but I discovered that 
my friend Mr. Shenton had described in the Practitioner, about seven 
years ago, a little instrument on the same principle which he had, even 
then, been using for eight years. My instrument consists {see figure) of 
a pair of uprights of square section, with clamp to hold the rim of the 
fluorescent screen, and base to rest on the couch. A horizontal needle has 
been made to slide along the upright, and this can be thrust in or with¬ 
drawn as required. The principle is to use the phenomenon of parallax 
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—usually the enemy of accurate localisation. If the needle be placed so 
that its shadow points to that of the foreign body, their shadows will 
only remain in a straight line in all positions of the tube if they are 
at the same level below the screen. If the shadow of the foreign body 
moves faster than that of the needle, we know that the foreign body lies 
deeper than the needle. The correct position of the needle can be 
found by trial in a few moments. The distance from the screen is then 
read off on the upright, which is engraved in eighths of an inch. In the 
case of small parts of the body—e.g., a limb—two needles can be used, 
on opposite sides of the limb. The needles must then be kept at the 
same level, and moved up or down together. To enable this to be done 
readily the instrument has been so constructed that each quarter inch is 
felt as the needle passes, and so one can work by touch. In some cases 
—e.g., the shoulder—only a single needle cah be used. Any degree of 
accuracy may be attained by enlarging the luminous aperture, and 
increasing thereby the amplitude of the movements. Thus the chief 
advantages of the method are :— 

(1) Accuracy, convenience and speed, the required distance being 
simply read off on the scale. 

(2) Independence of the distance from tube to screen. 

(3) Independence of photography. 

The limitations of the method are readily stated: The foreign body 
must be sufficiently large and opaque to be visible on the fluorescent screen 
with a moderate current such as cannot harm the patient or the tube. 

Dr. Hernaman-Johnson : It is curious that several people engaged 
in military work have all hit upon the same idea for the localisation 
of foreign bodies on the screen. The reason is that large batches of 
wounded are coming into the base hospitals, and it is impossible to use 
the Mackenzie Davidson method because of the time it takes. One of 
the advantages of the screen method is that one gets the tube directh’ 
below the bullet, and so one has a vertical line to work to. By the 
Mackenzie Davidson method one cannot get a vertical line right awav. 
By the method now described, by manoeuvring the tube and closing down 
the diaphragm until it is vertically below the bullet, the patient’s skin 
can be marked below as well as above. That is very important, because 
it enables the surgeon to have a double guide. The mark below’ is 
obtained by means of a little instrument w’hich I call a ‘‘ ring localiser.” 
It is an opaque ring on an aluminium handle, and across the ring are 
cross-wires. Tliis is manceuvred on top of the patient until it encircles 
the shadow of the bullet, and that part is marked. Then it is slipped 
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beneath the patient on the conch, and a mark made underneath, usnally 
by slightly tilting the patient. But as some patients are very ill it 
becomes desirable to have a means which obviates tilting the patient. 
That is accomplished in the instrument sold by Messrs. Watson by a 
pneumatic device. In the case of a limb, or the head, or neck, one can 
turn the patient on to his side and get “ cross-markings.” In that way 
one obtains a vertical line indicated by two marks, and a horizontal line 
indicated by two other marks. In the limbs in most cases this is 
all that is necessary. It is important to remember that when the 
surgeon begins to operate he often destroys the vertical relationships, 
but if, prior to the operation, lines 5 in. or 6 in. long are drawn at right 
angles to each other through the original dot, the position of the latter 
can be recovered at any time, as the “ sagging ” of the tissues does not 
extend to the extremities of the lines. The skin having also been 
marked vertically below the bullet, knowledge of the line on which 
the foreign body lies need never be lost. In the case of the pelvis, 
hip-joint, or abdomen, where a horizontal line cannot be obtained, 
a measurement of depth in inches must be given to the surgeon. 
I exhibit a wall diagram of a scale I use in the Cambridge Hospital 
at Aldershot. It has been designed independently of that which 
Dr. Barclay has just demonstrated. In use one has to add to the 
distance between anticathode and couch top the thickness of the part 
of the patient being examined. With regard to ascertaining the thick¬ 
ness of the patient, I make use of the compressor attached to the 
horizontal arm of an Ironside Bruce couch. This can be let down 
until it touches the patient’s skin, and subsequently the distance from 
the compressor disk to the couch top is measured. 

Sir James Mackenzie Davidson, in reply to the President’s 
invitation: I do not think I have much to say, as my work is 
fairly well known to members of the Section. But what interests 
me specially is to find that since the terrible war came on the scene, 
the subject of localisation, which fell somewhat into the background, 
has come forward again in a very prominent way. It has interested 
me much to see the various methods which have been shown for quick 
localisation, and a rapid method is, of course, essential where such 
a large number of wounded are arriving. The method I had the 
privilege of introducing many years ago was based upon co-ordinate 
geometry; it is supposed by many to be very diflicult of application, 
but with some care and trouble it is not more difficult than learning 
refraction, or anything else which demands the attention of the student. 
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All the remarks about X-rays are centred upon methods of finding the 
bullet. But there are more factors in the case than that, because some 
of the injuries are very complex. For the latter I put in a plea for the 
antiquated stereoscope. Those who have seen the stereoscopic photo¬ 
graphs must realise the enormous amount of information obtained from 
them, not only with regard to the bullet, but also as to the damage which 
it has done, which is sometimes more important than getting at the 
bullet itself. The various methods demonstrated are good ; it is 
something like fashion. The man who invents a method of simple 
triangulation naturally thinks it is the best. I have a method myself 
for quickly arriving at the depth of the bullet. After once getting the 
central ray, the determination of the depth of the bullet is a simple 
matter. Captain Thurstan Holland’s and Dr. Hampson’s methods 
are excellent. But in many instances one requires to know more 
than the depth of the bullet, such, for instance, as its relation 
to other parts, and the best point from which to approach it. In 
the more difficult cases I cling to the old cross-thread means, which 
can be rendered very rapid. One requires a piece of gelatine, with 
cross-wires, and it is so manipulated that the shadow of the bullet comes 
over the cross-wires and then the tube is displaced and a tracing made. 
By putting that on the localiser, one gets the information straight away, 
without calculations. And if one wishes to see its relationship to the 
bones, that can be ascertained straight away too. There is an instrument 
which has not come into general use, because it is too complex; but if 
there should be a wat in the far future—which I hope there will not be— 
it will be found there is available a stereoscopic screen in which with the 
patient standing up the position of the foreign body will be seen in 
absolute relief. Then the surgeon could know at once whether it 
was safe to approach it. 

It is interesting to me to see so many enthusiastic workers evolving 
plans which give such good results; they do their part very well. I only 
wish surgeons would take a little more trouble in acting wisely on 
the information which the radiographer supplies to them. In a difficult 
case I advise the man who does the localising to be at the elbow of the 
good-natured surgeon who will listen to his instructions. 

Mr. C. K. C. Lysteu: Dr. Hernaman-Johnson’s method is exceedingly 
interesting, more interesting to me than to others, because I described 
that method in 1903 in the Archives of the Middlesex Hospital,^ and I 
have used it for many years. 


Arch, of Middlesex IIosp.^ 190M, i, pp. 99, 100. 
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Major Fred. Bailey : In practically all the various methods of 
localisation by means of the X-rays, the presence of a truly vertical ray 
passing through the centre of the diaphragm is essential. In examining 
half-a-dozen installations lately, in no single one was the vertical ray 
found to be accurately centred, nor had the makers so arranged the 
tube-holder that it was possible to centre accurately. The variability in 
size, &c., of the tubes used (even if the tube-holder can be moved in any 
possible direction) always means readjustment for every change of tube. 
I find that the simplest method of overcoming the difficulty is to have 
a movable diaphragm, which I place so that its centre coincides with 
the vertical ray; it is simply a piece of lead with a i-in. diameter hole 
in it. It is most important in localisation to use an instrument of 
precision. To find the vertical ray I use the small instrument now 
exhibited. This is a lead cylinder, 4 in. high, with a hole 
in diameter drilled through it; the surface of the ends is ground 
exactly at right angles to the drilled hole; the cylinder is fixed on a 
base having three micrometer screws at the bottom, which provide for 
accurate adjustment.. On the top is placed, at first, a small spirit level; 
the cylinder is adjusted by the screws until the spirit level shows that 
the top is absolutely horizontal, because the level of a frequently used 
X-ray table varies considerably. The drilled hole is now perfectly 
vertical, and the position of a vertical ray can be correctly found by the 
fluorescent screen, and the centre of the diaphragm made to coincide 
with it. I illustrate its use by a case in which a shrapnel bullet was 
lying in the psoas muscle anterior to the ilium and just outside the 
sacro-iliac synchondrosis. The question arose as to whether it would 
best be attacked from the front or behind; the surgeon recognised it 
would be a matter of some difficulty. The patient had originally been 
discharged with the bullet still in situ, but he returned, in a few weeks, 
saying that he wanted the bullet removed, as it gave him pain and he 
could not do his ordinary duty: so, eventually, the surgeon thought he 
would attempt its removal from behind. The depth was estimated to 
be in. from the skin. The patient was placed on the X-ray table 
and anaesthetised, the bullet was localised as vertically below a certain 
spot; this surface spot was marked with tincture of iodine as the man 
had been prepared for operation. The surgeon now passed a needle 
vertically down through the centre of the spot until it touched the 
ilium, hammered it into the bone, cut off the piece outside the skin and 
sent the man to the operating theatre. There he made his incision 
alongside the needle down to the bone, cot out the piece of bone with 
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the needle sticking into it, passed his finger into the muscle on the 
other side of the hole and removed the bullet. At the 2nd Eastern 
General Hospital at Brighton, since mobilisation, I have examined about 
1,200 cases ; I do practically all my work with the tube below the 
couch, using a Schall’s tube-stand, which allows the X-rays to be 
directed upward from below or downward from above the patient. 
It also can be directed in any direction sideways and at any angle; this 
is of constant use in obtaining lateral views of limbs, &c., where the 
patient cannot be moved on to his side. By masking with lead I am 
able to take the antero-posterior and lateral views on the two halves of 
a 12 by 10-in. plate, and, if the exposure is accurate, the two views 
develop out together, and afterwards they always remain side by side 
for the surgeon to see at the same time. 

Dr. Howard Humphris : I wish to comment on the remark of Sir 
James Mackenzie Davidson, that it would be a good thing if the radio¬ 
grapher could stand in the theatre at the side of the good-natured 
surgeon. That is a thing “most devoutly to be wished.” There are 
several things to be desired; I will not indicate in which directions. 
I admit that in many cases the desirable thing is surgically impossible, 
though in four cases out of five it is possible. The radiographer, for 
instance, says a foreign body is 4 cm. below a given cross, and asks the 
surgeon to run a needle down to that cross. My experience is that if 
the surgeon does this, he will find the foreign body. But if the surgeon 
make, as the majority do, an incision immediately, he loses the value of 
the localisation marks, pushes his rubber-covered finger into the incision, 
and in so doing shifts the foreign body to a new site, and blames the 
radiographer for a mistaken localisation. 

Dr. Metcalfe : I do not propose to describe any new method ; 
I pin my faith to that described by Sir Mackenzie Davidson. I have 
not had the large number of localisation cases some members have had, 
but I think a method in which time is needed, and stereoscopic plates 
are used, is necessarily more accurate than any other method could be. 
In some cases, in too rapid localisation, a bullet is found through the 
size of the surgeon’s incision, as he makes an ample cut through 
which it can usually be extracted, even if the position is not absolutely 
accurate. But such a rapid method would be out of the question 
for small pellets in the eye, for instance. I desire to mention some¬ 
thing which I believe would apply to all these methods; it is in 
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regard to the measurement of the distance of the anticathode of the 
tube to the top of the screen over the couch. It is really so absurdly 
simple that I apologise for bringing it forward. I obtain a long steel 
rod, which I push down through the top of the couch, if it be a canvas- 
topped one; if it be a couch with a wooden top, one or two gimlet-holes 
must be made through which to pass it. This rod can be pushed 
through the opening in the diaphragm to the periphery of the tube. 
The rod is 60 cm. long, and there is a scale attached to it which can be 
moved up and down. I push it down to the level of the screen, say 
15 cm., and deduct 15 from 60, giving 45, then, by adding the half¬ 
diameter of the tube, I have the distance at once. Callipers and 
other instruments for such measurements are often awkward; this 
instrument gives no break in continuity, and I regard it as useful. 

Dr. N. S. Finzi : I wish to urge the necessity, in all cases, of a very 
thorough screen examination. 1 am aware that in some quarters there 
is a tendency to deprecate this, on account of a supposed danger to the 
operator; but I consider that in these cases of bullet and shrapnel 
wounds it is extremely necessary. I have had several instances in 
which the entry wound was very far from the site at which the bullet 
had lodged. One of the most remarkable is that of a man who had 
chest symptoms. The bullet entered behind the right scapula, and I 
was asked to examine the man’s chest. There were present signs of 
effusion of blood in the chest, but no bullet was visible. Eventually, 
by thoroughly screening the patient all over, a shrapnel bullet was found 
in the left iliac region. There are other cases in which the bullet has 
been found far from the site of entry, and in which the symptoms have 
not indicated where it is. I had one case in which the bullet was either 
in the heart muscle or was attached to that organ, and in that case the 
bullet entered just in front of the head of the left humerus. If one 
simply takes a skiagram of the part, one cannot hope to localise a 
bullet which has travelled some distance from its point of entry. I am 
glad to see that most of the methods brought forward at this meeting 
necessitate a screen examination, because they are mostly screen- 
localisation methods. 

With regard to the various methods of localisation, I think it would 
be a mistake for radiographers to confine themselves to any one method. 
For instance, in the case of a limb, I consider the easiest method, at 
all events in the lower part, is that of crossed planes as described by 
Dr. Hernaman-Johnson and by Mr. Lyster. The parallax method is 
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also good for a limb, though I doubt if it has the accuracy of the others, 
and a permanent record cannot be made. When there are fragments in 
the muscles of the back, the triangulation method most of necessity be 
used; they cannot be seen sufficiently by the application of the parallax 
method, nor by the Hernaman-Johnson method. The use of the 
Mackenzie Davidson method for localising fragments has the great 
advantage that it enables one to localise the bullet in relation to other 
parts, such as bony points. By Dr. Hampson’s method one can localise 
the depth of the bullet, but cannot establish the lateral relations of 
the fragments to other points. Recently a patient was brought to me 
with a small fragment of shrapnel in the muscles at the side of the third 
and fourth lumbar vertebrae, and I was able to localise this in relation to 
the transverse processes. In the previous attempt, in which I localised 
merely the depth, the surgeon did not place the patient in exactly the 
same position as he occupied when the fragment was localised, and 
consequently the fragment was not found, but when its relation to the 
transverse processes was determined it was easily recovered. Dr. 
Metcalfe has described a method of finding the distance of the anti¬ 
cathode from the top of the table. If the tube happens to be hot, 
however, and the cold wire were to be put on to the surface of it, the 
result might be disastrous. I suggest a very accurate method of 
localising a focal point—namely, by the Mackenzie Davidson localiser. 
If one puts a needle on the couch, and puts the screen a definite 
distance above this, for instance 10 cm., and the screen is then displaced 
a known distance, the depth of the foreign body will be known; it is 
only necessary to adjust on the bar of the localiser, so that the threads 
cross at that depth, and then the distance of the focal point can be read 
off. That method of using the localiser is not generally employed— 
namely, the localisation of the focal point of the tube. 

The President (Dr. W. Ironside Bruce) : The subject is so 
important that I consider it desirable that it should be adjourned to 
the next meeting of the Section, on February 19. 


(Adjourned to February 19.) 



£lectr(vEberapeutical Section. 

February 19, 1916. 

Dr. W. Ironside Bruce, President of the Section, in the Chair. 


Discussion on the Electrical Treatment of Wounds, Sinuses, 
Frost-bite, and Sprains, considered more particularly in 
relation to the present War. 

Dr. Knowsley Sibley said: It is recognised that when wounds 
do not heal it is because of the presence of pathogenic organisms 
of various kinds, and that under the most favourable circumstances 
antiseptics can only deal with these when they can be brought into 
actual contact, and made to penetrate into the deeper recesses of the 
wound. This can be done most efficiently by the process of ionisation. 
By this means not only those organisms living in the pus covering the 
granulations will be attacked but also those thriving beneath the pus, 
and in the necrotic tissues themselves, will be destroyed. 

The difficulty which arises in the surgical treatment of wounds, 
especially deep wounds, is to be able to apply the antiseptic to the 
bottom of the wound, and so destroy the mischievous organisms. After 
a time many of these organisms will not only be living in the free pus 
discharging from the wound, but also be thriving in the necrotic tissues 
deep down in the wound. It is only possible for antiseptics as applied 
in ordinary surgical dressings to get at a small proportion of the patho¬ 
genic organisms. It has long been recognised that the process of 
ionisation is excellent for the healing up of chronic sinuses, and it 
should be equally efficacious if applied to recent ones. The treatment 
is, moreover, painless. The limb, such as a hand, forearm or arm, foot, 
leg, or even the lower end of the thigh, is placed in a bath, filled with 
warm water containing the drug to be applied dissolved in it. The 
MH—5 
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active electrode is placed in this, and the opposite hand is immersed in 
a basin or beaker containing slightly saline water, into which the inert 
electrode is placed. The constant current is gradually turned on until 
some 10, 20, or more milliamperes are delivered, according to the require¬ 
ments of the case, and the process is continued for from twenty or thirty 
minutes to much longer periods, the treatments being repeated as 
frequently as the individual indications may dictate. 

It follows that in dealing with a gaping wound the water with 
a drug or antiseptic dissolved in it will penetrate into all parts which 
are accessible to the exterior. In the case of a penetrating wound 
communicating with the surface only by a narrow sinus, it will be 
necessary to insert the metal electrode covered with lint, saturated with 
the solution, into the bottom of this. Thus, wounds of the limbs can 
be conveniently and comfortably dealt with ; those about the head and 
neck are more difficult to adapt, but it should often be possible to 
arrange even for these. It is also quite simple to treat by ionisation 
practically the whole body (with the exception of the face) at the same 
time. For this I have arranged a full bath, into which the patient gets, 
the hands and forearms being placed in a wooden trough, suspended 
over the top end of the bath, or one or both arms are placed in 
separate rubber bags filled with water. The drug to be administered 
is dissolved in the water in the bath, in which is placed the active 
electrode, while the inactive electrode is put into the trough or bags 
in which the arms are placed, and by this means a circulating current 
is set up. 

Of the various drugs which may be used, it will probably be found 
that the most generally useful are sulphate or chloride of zinc, 
a 1 or 2 per cent, solution of which has very cleansing and healing 
properties, and is especially beneficial for the healing up of chronic 
wounds or sinuses. 

The same principle of treatment should be efficacious not only for 
the purpose of the rapid healing up of chronic, comparatively healthy 
wounds, but also in those in which active suppuration, or even gangrene, 
has appeared. The best and most efficacious treatment for the scars 
left after the healing of wounds is by ionisation with sodium chloride 
and other solutions, according to individual circumstances. This pro¬ 
cedure, especially if combined with hypersemia induced by suction cups, 
often does much to improve the cosmetic appearance of cicatrices. 

The constant current of electricity has long been recognised as an 
excellent treatment for frost-bite. Ionisation with various preparations 



Electro-Therapeutical Section 


37 


will restore vitality in the slighter cases, and assist in the removal of 
the slonghs in the severe ones, producing a more rapid healing of the 
ulcerative surfaces in those where the necrotic processes have extended 
to some depth. 

Dr. Tukeell said: We have listened at our recent, meetings with 
much interest, not unmixed with bewilderment, to the numerous and 
ingenious methods which have recently been devised by our allies, 
the radiologists, for the accurate localisation of foreign bodies. It is 
now our duty as electro-therapists to show what we can contribute 
towards the relief of the suffering entailed by this terrible war, to show 
how by electrical methods we can render those incapacitated by stiff 
joints or other lesions fit to take part in the defence of their country. 
It is the duty of those of us who have the privilege to be attached to 
a military hospital to consider by what electrical means they can most 
speedily and effectively ensure the return to the front of those sick or 
wounded who come within the scope of electrical remedies. 

Let us first discuss those cases which, except for the aid of electro¬ 
therapy, would be rejected as unfit for military service. There must 
be a large number of old injuries, sprains, strains, nerve injuries, 
swollen joints, &c., which fall within this category, as an example let 
me give the following case:— 

G-. C., an Oxford undergraduate, consulted me on January 7, 1914, 
for chronic effusion into both his knee-joints. He gave a history of 
two years’ duration, and stated that he had been treated by all conceiv¬ 
able methods except electricity. During the preceding long vacation 
he had spent some time in a London hospital under a well-known 
surgeon, who had incised one of his knee-joints and found the synovial 
fluid perfectly sterile. There was no history of syphilis, rheumatism, 
or other disease likely to exercise a causal influence. Drugs and rest 
seemed to have little or no influence on the condition. He had had to 
give op all forms of sport and exercise, and the whole of the preceding 
term he had been unable to walk and had been wheeled out in a bath- 
chair. On his first visit he hobbled into my room with the aid of 
sticks with splints applied to both his knees. On examination his knee- 
joints were both found to be distended with fluid, but not tensely 
distended—a general flaccidity and wasting of the muscles was one of 
the most noticeable features. The fluid was not confined to the joint 
cavities but extended a considerable distance up the thighs, evidently 
communicating with the subcrurseus bursae. This extension was very 
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evident when the patient was subsequently treated by the Morton wave 
current, as the fluid could then be seen pulsating half-way up the thigh 
with the muscular contractions excited by the current. With such a 
wide area of distribution the fluid, though present in large quantity, 
only caused a measurement over the patella of 14 in. It occurred to 
me that the treatment should be selected not only with a view 
to causing the absorption of the fluid, but also with the view to 
preventing its reaccumulation by increasing the tone or intrasynovial 
pressure by developing the extensor muscles of the thigh. With this 
object in view the splints were at once discarded and the patient was 
treated daily by the Morton wave current, and at the outset electrically 
provoked exercises were applied to the muscles of the thighs. Subse- 
•quently, to hasten the dispersal of the fluid, the Morton wave current 
was preceded, and I think considerably assisted, by the preliminary 
application either of ionisation with iodine or of diathermy. In four 
days a decided improvement had taken place, the fluid was reduced 
in amount, and the patient could get about better. After a week’s 
treatment he was able to cycle for 6 miles. The fluid had nearly 
gone from the right knee, but there was still a large amount in the left. 
On February 2 no fluid could be detected in either joint after the end 
of the treatment. On February 4, less than three weeks after the 
treatment had been commenced, the patient had no fluid in either joint, 
could run up and down stairs, and could bicycle up hill. The treatment 
was then discontinued. On May 14 patient called on me in order to 
get a certificate explaining the circumstances, to enable him to rejoin 
a golf club which he had resigned in the autumn under the impression 
that he would never be able to play again. There was then no fluid 
in either joint and the muscles were well developed. He had been 
playing cricket in the rain on the preceding day. He told me that, 
during the Easter vacation, he had had an attack of measles followed 
by some rheumatism, and at that time there was again a little fluid 
in his knee-joints which soon cleared up, and had not since returned. 
At the outbreak of war he applied for a commission and was passed 
as medically fit. A few days ago I heard that he was in training at 
Aldershot—marching, digging trenches, &c.—and had had no further 
trouble with his joints. 

Among the various conditions which we are called upon to treat 
at the base hospitals at the present time, none is exciting more 
attention than the treatment of frost-bite. When the therapeutics 
of this affection were first discussed at Oxford, I was chaffingly asked 
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by one of my colleagues if I would not like to treat it, as well as every¬ 
thing else, by electricity. I at once replied that I should certainly 
treat my cases electrically, as it appeared to be the most rational 
method of dealing with the symptoms and pathological conditions 
which occur. First of all there is the pain. Now, which is the more 
rational method—^to relieve by reducing the stasis by the penetrating 
warmth and vaso-dilator effects of diathermy, and to relieve the stasis 
and swelling by the static breeze ? Or to keep the pain in subjection, 
without removing the cause, by repeated doses of morphia, or to 
attempt to relieve the pain by lead and opium applications, decreasing 
instead of increasing active hypersemia and reparative processes, or 
again, by the application of hot fomentations, running the risk of 
converting a dry into a moist and spreading gangrene ? 

It is, I am sure, unnecessary to-night to labour such points. The 
question for discussion will rather be, by which electrical modality we 
can most speedily and most effectively give relief. When the pain is 
really acute, I first try diathermy, and .it hardly ever fails to give, at 
any rate, temporary benefit. When the pain is not of a severe character 
one application is frequently sufficient; the patient next day will 
probably say that he has lost all his pain, that he can move his toes 
better, and that his feet are less tender on walking. Possibly a desire 
for sick furlough hastens the recovery of the power of walking in this 
class of case. 

Where the pain is severe, I usually find that immediate relief occurs 
after the first treatment, and lasts for four or five hours, the pain 
coming on again at night and disturbing the patient’s sleep. After the 
second day’s treatment a good night’s rest is usually secured, and with 
a continuance of the treatment all pain ceases in a few days. Occasion¬ 
ally one meets a case where little or no relief follows the application 
of diathermy ; but such cases when treated by the static breeze usually 
experience marked benefit. 1 have endeavoured to ascertain whether 
these cases present any symptoms or signs differentiating them from 
the diathermy class. So far as my experience goes, the cases specially 
suitable for the static breeze are those in which the pain comes on some 
time after the frost-bite, and those presenting signs of inflammation 
and swelling. The static breeze is specially indicated when the patient 
is in an exhausted condition and the constitutional effect of the static 
bath is desired. 

In applying diathermy 10 by 5 c.m. electrodes are placed one on the 
dorsal and one on the plantar surface of the foot on the proximal side 
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of the base of the toes. Under the electrodes is placed a pad, formed 
of three layers of Turkish towelling, soaked in saline solution, the whole 
being secured in position by a Martin’s rubber bandage. A current 
of about 0'9 ampere is passed for nine minutes or until the patient 
complains that the heat is unpleasant. The pads must not be placed 
over the toes themselves or unequal application and blistering of the 
toe-joints will result. This use of pads is the German method of 
applying the current. The French apply the electrodes direct to the 
skin and ask what is the use of obtaining a mustard-plaster effect when 
administering diathermy. The Americans advocate the use of kaolin 
pads. Where the application is made over bony prominences the use 
of pads is essential in order to get the requisite even application. 
I never allow my nurses to give diathermy without pads, but I often 
when personally administering the current remove the pads after a 
minute’s application and apply the bare electrodes direct to the skin 
when treating soft areas. In this way one can get a larger amount 
of current out of the apparatus. With the pads well soaked with cool 
salt and water no mustard-plaster effect is produced, the current is 
better borne, and I have never seen the steam effects of which the 
Americans complain. By the addition of the salt the electrical resistance 
of the pads is so diminished that they do not heat to any harmful extent. 
Sometimes, however, one wishes to obtain a superficial and not a deep 
effect. This may be accomplished by using pads soaked in water with 
no salt; the , electrical resistance of the pads is thus increased and 
increase in the superficial heating is obtained. But whatever pads you 
use do not use modelling clay, as I was once recommended to do. This 
question of the use of pads is of the greatest importance in the applica¬ 
tion of diathermy. Where the skin is broken in frost-bite or where 
there are large blebs the static breeze appears to me to be the best 
treatment. Cases of frost-bite with small blebs or with loss of sensation 
in the feet I have found do best with the high-frequency vacuum tube. 
Sometimes one application will restore sensation, and its effect appears 
to be more stimulating than the static breeze. Small blebs dry up very 
quickly with this treatment. Where the skin is broken or where the 
blebs are large the static breeze with the patient negatively charged is 
the treatment of choice. Stasis is thus relieved, the blue violet rays 
and the ozone contribute to the maintenance of asepsis, induration n.n<i 
swelling diminish, an active hyperaemia ensues, and assists in the early 
separation of the necrosed tissue. 

At the 3rd Southern General Hospital, Oxford, forty-eight cases of 
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froBt-bite have already been electrically treated with most satisfactory 
results. I do not wish to occupy your time by reading notes of 
imiformly successful treatments, but I should like to give you par¬ 
ticulars in some detail of an extremely interesting case of frost-bite, 
the treatment of which certainly cannot be regarded as having been 
uniformly successful. The chief interest of this case is perhaps 
dermatological rather than electro-therapeutical, but in view of its 
extreme rarity and the fact that all electro-therapists should be 
dermatologists, and that all dermatologists will soon have to become 
electro-therapists, I trust you will pardon me for occupying your time 
with the following notes. I referred as follows to the early history 
of this case in some notes which recently appeared in the Lancet 
{January 30, 1915, p. 229) :— 

“The worst case of frost-bite which has been admitted to the 
hospital has been under treatment for about six weeks by this method 
(static breeze). On admission the toes were hard, dry, and withered, 
the sole of the foot was covered by a large black bleb, and on the dorsum 
of the foot a line of demarcation was already appearing about 1 in. from 
the base of the toes. The static breeze has been applied daily, and 
pain, whenever it has occurred, has been relieved by the treatment. 
The toes are now separating at the metatarso-phalangeal articulation. 
The granulations are very healthy in appearance, the wound has kept 
perfectly aseptic, and only on one occasion has the temperature risen to 
99° F. The patient’s general health has much improved. Hardly had 
these notes been written before a gradual change began to occur in the 
patient’s general condition: he went off his food, became listless, and 
developed several spots which were regarded as being due to acne; 
these were considered to be caused by lack of fresh air and exercise. 
Motor drives were accordingly arranged for. On February 6 the 
following note was made : ‘ With the aid of a pair of scissors the dead 
toes were painlessly separated this morning. The patient is covered 
with an irritating rash. The application of boracic powder is to be 
discontinued.’ Boracic powder had been very freely applied to the 
granulations in order to keep them as dry as possible between the 
treatments. Bealising the amount of powder which had been applied 
to the very active granulations, I formed the opinion that the eruption 
was due to the absorption of boron, and that the case was one of boracic 
acid poisoning. The rash commencing as a^ few scattered papules soon 
developed into a seborrhoide type distributed all over the body, with 
a psoriasis-like appearance on the elbows. The scalp became very 
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scurfy. Itching and irritation were only troublesome at the onset. On 
the second or third day minute papules appeared on the interdigital 
clefts of the fingers, and the Sister of the ward, mistaking them for 
scabies burrows, applied sulphur ointment. On the following day the 
fingers were studded with sago-like nodules, especially thick at the bases 
of the nails; these nodules subsequently became confluent, forming 
blebs, clear at first and then pustular. The face and eyelids became 
swollen and stiff, difficulty was experienced in opening the mouth. The 
sight became dim. The pulse was very weak and frequent—132, with 
temperature 100° F. The tongue was swollen, inflamed, and fissured. 
The patient’s condition was very serious, and only liquid nourishment 
could be taken. The skin is now drying up and is coming off in flakes 
and scales. The pulse-rate is subsiding and the general health is 
steadily improving. The treatment has consisted in the administration 
of alkalies with a view to the elimination of the boron as the soluble 
sodium borate. Stimulants have been given to maintain the strength. 

“ On February 9 Sir William Osier dictated the following note: 
‘ Bash on hands is very remarkable, begins as small pin-point papules, 
some with little, some with no areolae, quite small ones are whitish and 
translucent, they occur singly or in groups, more on the palms than on 
the backs, the whole palmar surfaces are studded with raised firm bodies 
looking like the rash in dysidrosis. On the trunk it is a papular 
erythematous rash capped with dry brownish scales.’ 

“ Dr. Gunn, the University Beader in Pharmacology, who kindly 
examined the urine for boron, wrote the following note ; ‘ Patient shows 
the following symptoms characteristic of the condition diagnosed, in 
addition to skin lesions and acceleration of pulse : Muscular weakness 
and marked depression. He says that he felt tired and miserable since 
the rash came out; sleeplessness, headache (occasional), dryness of 
throat, and difficulty of swallowing. He says that he feels as if his 
throat were closing up. Blurring of vision, injection of conjunctivse, 
cedema of eyelids, facial oedema sometimes the only symptom of mild 
poisoning; dryness of the lips. Urine; No albumin, no blood ; 16 c.c. 
evaporated, and examined, gave definite but slight traces of boron (by 
flame test and HgClj).’ ” 

From the ophthalmic report of Captain Adams it would appear that 
the dimness of vision was due to a filmy secretion over the cornea. 
The disks and fundi, as far as could be seen, were normal. 

The area of absorbing surface in this case was about 125 sq. cm. 
During the static treatment the patient was negatively charged; the 



Electro-Therapeutical Section 


43 


toxaemia cannot therefore in any way have been dne to ionisation, bat 
probably the activity and absorbing power of the granulations were 
increased by the frequent apphcation of the static breeze. 

Sprains of joints and muscles arising from falling down “Jack 
Johnson ” holes .and other causes yield as a rule very readily to the 
Morton wave current of the static machine. In the case of stiff 
joints, galvanism followed by the Morton wave current seems to give 
the best results. By the use of these modalities the patient’s return 
to the fighting line can undoubtedly be much hastened. 

Some of the most interesting cases from the electro-therapeutic 
point of view are the immediate and remote effects resulting from 
nerve injury, and it has wisely been decided to devote a special evening 
to their discussion. 

Before concluding I should like to draw attention to the electrical 
treatment of the pain and disability resulting from peritoneal 
adhesions. It is not to be expected that electrical methods will 
have any appreciable influence on firmly organised adhesions. These, 
however, are not the cases which give rise to much pain; it is in 
those cases in which the peritoneal surfaces are glued less firmly 
together by the exuded lymph, and where movement and friction takes 
place between the roughened surfaces, that most pain is experienced. 
In private practice I have had two cases where very marked relief has 
followed the application of diathermy in this condition. In one a 
laparotomy had revealed the presence of numerous adhesions from 
an old appendicitis; there was great pain on movement. The patient 
was sufficiently relieved after a course of diathermy to enable him to 
return to his work. I have since lost sight of this case. The other 
was the case of a lady who for eight years had suffered such pain on 
any movement that she had become almost a chronic invalid. She was 
unable to cycle, walk, or stoop without producing acute pain. After a 
rather prolonged course of diathermy she was completely relieved, and 
has been able to walk, to cycle, and to do gardening without any pain 
for the six months which have elapsed since the treatment was 
discontinued. 

I find that Nagelschmidt in his book on diathermy refers as follows 
to the treatment of such cases : “ The favourable effect of diathermy 

upon adhesions calls for special notice. Just as marked relief from pain 
is produced after a few treatments in cases of pleural adhesions, scars 
on skin, traumatic and post-inflammatory inflammation of joints, so in 
cases with intraperitoneal bands a similar effect is observed. In fact, 
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sometimes after one treatment a complete cessation of all discomfort 
occurs. Observation of the effect of diathermy on scars in exposed 
position—e.g., scars on skin (lupus, burns, &c.), post-operative scars on 
periosteum and tendons, which become softer and more supple—throws 
light upon the eetiological rationale of this treatment. The softening 
effects of diathermy and the production of mechanical mobilisation 
may also be studied clearly in abnormal positions of the uterus due 
to traction by scars or cicatrisation. In refractory cases a method of 
treatment to be recommended is the combination of massage with 
diathermy, even when massage alone has been used before for months 
without effect.” 

The following is a typical example of the effect of diathermy on 
this class of case: November 29, 1914: Private J. L., was admitted 
to the 3rd Southern General Hospital, under the care of Captain 
Duigan, complaining of pain in the region of a scar in the right iliac 
region, the seat of a former operation for appendicitis. 

History: In 1911 the appendix was removed at the Alexandra 
Hospital, Cosham, and three months later the wound was re-opened, 
and drained for an abscess, a tube also being placed in the left flank. 
Two months later he was operated on for right inguinal hernia. Three 
years later in the West Indies he underwent a fourth operation, the 
appendix region being opened for painful adhesions. He was free 
from pain after this. 

Present illness: Three weeks ago, whilst lifting a sandbag in the 
trenches, he felt sudden pain in the lower abdomen, just internal to 
appendix operation scar. This prevented him from walking. He was 
reported sick and was invalided to the base hospital at Boulogne* for 
ten days. Since arrival in England he has been easier, and lying quiet 
in bed he has no pain. Patient had pain in walking and could not hold 
himself upright. On December 16 the patient was sent to the Badcliffe 
Infirmary for electrical treatment. The following day Captain Duigan 
made the following note: “ December 17: Is having electrical treat¬ 
ment daily; immediate result is more pain, and then a good deal easier. 
December 24: Improving under electrical treatment; walks better, 
less pain.” Patient continued to improve, and after twenty applications 
of diathermy he could walk perfectly erect without pain. He was then 
discharged to a convalescent home. The Sister of the ward tells me 
that she saw him on his return, and that he was free from pain and 
walking quite erect. 
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Dr. Charles Buss : It gives me pleasure to make a contribution to 
the study of the treatment of suppuration by active current. I believe 
that with a fuller recognition of the factors at work in suppuration, the 
'electric current will be found a very potent remedy. I first approached 
the subject at the bacteriological laboratory during 1907-08-09, and I 
believe there has lately been a realisation of the significance of bacteria 
in suppuration. On the one hand, there are the bacteria associated with 
their toxins—of the poisonous nature of the latter members do not 
need to be reminded. Volume for volume, the strongest ordinary 
chemical antiseptics are poor in comparison. On the other hand, there 
is the patient’s resistance, and that consists in changes in both volume 
and composition of the blood supply, and in particular in the emigration 
of polynuclear cells. It is only when the latter have migrated to the 
site of a suppurating lesion that they are known as pus cells. During 
the last three or four years I have been studying particularly the effects 
of electrical currents applied in a special way, and I hope to give reason 
for my belief that there are factors in electrolysis directly antagonistic 
to the noxious factors in suppuration and other factors which assist the 
patient’s resistance. The types of suppuration about which I wish to 
speak—and they are the types I have treated—are cases of ordinary 
chronic ulcer, such as varicose ulcer, acute septic wounds (usually due 
to trauma), and infected mucous membranes; in all these cases the 
factors I have mentioned operate. In 1909 I had the privilege of 
reading before the Eoyal Society a paper on some purely laboratory 
■experiments and observations I made on the movements of bacteria in 
fluids—i.e., during electrolysis. The type of organisms I studied were 
the disease-producing ones; Staphylococcus pyogenes aureus —the 
commonest cause of sepsis — colon bacilli, typhoid bacilli, and other 
leading groups. If a twenty-four hours’ pure culture of Staphylococcus 
aureus on agar be put into a tube with 2 per cent, sodium chloride and 
emulsified, the organisms being alive, and the current be then passed 
through by means of submerged electrodes, it will be found that after 
a certain period the staphylococcus has passed over until those microbes 
are completely aggregated at one of the electrodes: in the case under 
consideration it will be the anode. All the experimental work, which 
I did on the bench before approaching a patient pointed to this 
emigration of bacteria, no matter whether the bacilli I worked with 
were dead or alive. It is probably due to the affinity between the 
moving ion and the bacterial envelope. Nearly all organisms in sodium 
chloride will go to the positive electrode. It is important to note, that 
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if one withdraws a portion of the accretion after twenty minutes, a 
large number of the bacteria will be found to be dead, and this shows 
that the procedure is lethal to bacteria. 

Two important facts emerge in the course of treating cases. The 
lethal effect can be directed against the bacteria in the focus of suppura¬ 
tion. The first case I treated was one of varicose ulcer, chosen because 
the lesion was easily visible: its varying size could be accurately 
measured, and the technique could be well adapted to the leg. By the 
time the ulcer was chronic I found the bacteria were usually mixed; 
some of the ulcers were 4 in. square. My object was to draw the 
bacteria out of the granulations. I fitted a glass vessel over the ulcer, 
and made it water-tight with plasticine. I then filled it with sodium 
chloride and submerged an electrode; in that way I did the same in 
the human subject as I had been doing in the case of the test-tube. 
Organisms left the granulations as the current flowed from the 
indifferent electrode. Thus, over the lesion I brought a suitable 
column of fluid to bear, and through that I arranged a circuit in such 
a direction that the bacteria would leave the lesion. I need not remind 
members of the perfect cellular contact which a conducting fluid makes 
with all the irregularities of a lesion. Sodium chloride is not looked 
upon as a powerful antiseptic, therefore the effect produced is not that 
of fluid antisepsis. I would like to mention an interesting control 
experiment which forcibly reminds me of the lethal effect. I wanted 
to prove whether the organisms were actually drawn out of the granula¬ 
tions, because, of course, no one could see them make their exit. In 
the U-tube experiment there could be no doubt about the mass move¬ 
ment of the organisms; but on the limb one cannot see it. I therefore, 
before treatment, put on clear saline and stirred it up so as to get an 
emulsion, and put ^ c.c. of it on to an agar plate, and I intended to count 
the colonies. After the treatment I shook it up again to see if I had 
twice or thrice the number, the inference being that multiplication 
would be due to their having been drawn out. I obtained a quantity 
of colonies on the first plate—a thousand or so—while in the second 
I got nothing, this showing that they were all dead. All the ulcers 
which I treated in that way were healed. 

My friend Mr. Lyster has treated a series of septic fingers, which 
are known as “ casualty hands,” the most severe half-dozen which the 
house surgeon could pick out for him. Pus was welling out from those 
terrible digits. The 2 per cent, sodium chloride was arranged over these 
lesions, and not one of them came to amputation, a result which often 
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happens in these cases. Mr. Lyster, at that stage, was bolder even than 
I was, and he showed great adaptability in applying a column to the 
suppurating surface of the eye, comeal ulcers and conjunctivitis; nothing 
but the 2 per cent, fluid was used. The ulcers treated were pale, 
indolent, and of the wash-leather type, thoroughly anaemic, but at the 
end of fifteen minutes from the current being passed the vessels were 
turgid and much congested, even to the point of oozing blood. That, 
of course, was in favour of the patient, for an effect equal to that of the 
Bier’s bandage had been produced, the benefit of which was due to the 
enhanced blood supply, the improved plasma flow, and the increased 
phagocytosis. But the method I am describing could be used for parts 
of the body in which a bandage could not be applied. 

I have seen the good effect demonstrated in a distressing condition 
which I have studied more than anything else—namely, cystitis. When 
.1 read my first paper, a surgeon in the room said, “ Why don’t you 
draw bacteria out of a man’s bladder who has got cystitis, for there is 
a> suppurating mucous membrane which is accessible to a column of 
fluid ? ” A column of fluid can be put in, an electrode can be let down 
inside a rabber catheter, and a belt carrying a metal core encircles 
the lower hip, and in that way one is enabled to apply the treatment 
to the whole suppurating and inflamed surface. I have taken old- 
standing cystitis cases, of yeaxs’ duration, whose case-books show 
a monthly attendance at hospital, or perhaps fortnightly, and in which, 
in fact, all kinds of treatment have previously been appUed. In all the 
behaviour has been the same—namely, a decline in pus formation and 
A great improvement in such symptoms as frequency of micturition and 
those which are due to the chronic absorption of coli toxin. After an 
extensive experience in urine analysis, 1 know that organisms in urine 
from cases of cystitis are seldom seen inside the pus cells. But after 
treating cases electrically in this way I have obtained some remarkable 
films showing polynuclear leucocytes literally stuffed with bacteria. 

Another point is that in chronic suppuration I have seen colon 
bacilli undergoing morphological change. After treating certain cystitis 
cases, keeping at the same time an eye on the urine, I have found the 
bacilli becoming stringy, definitely longer, and changed in respect 
of their reaction to the standard Gram staining, which shows an 
alteration in the chemistry of the protoplasm. When the bacilli 
attain this increased length they no longer possess anything like the 
same virulence, and there is then no pus formation, or at all events 
very little. Pus disappears from the urine after this treatment, and 
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though I have watched cases for twelve months afterwards, it has not 
reappeared, and the organisms remaining are still elongated. I was 
curious to find out whether, by passing a weak current through a tube 
of bacilli, the bacilli could be elongated, and that did happen, though 
they were not so long as in the cases treated. I have also done a 
considerable amount of work in the study of gonorrhoea in the male, 
on the same principle. 

I should like, in conclusion, to project on to the screen a couple 
of charts from very chronic cases of cystitis. Although they show only 
the frequency, there is a simultaneous improvement in the pus forma¬ 
tion and toxic absorption, which shows that the method really overcomes 
the causal agent of the suppuration. The first case was at St. Peter’s 
Hospital. Mr. Pardoe handed the patient over to me, in, I believe, 
an amused state of mind, for the man had been attending seven years, 
and had been getting out of bed to pass water five or six times nightly. 
The man was aged 56, a civil servant, dull, and therefore thoroughly 
reliable. I cross-examined the patient to get the clear facts. There 
were staphylococci, the ropy masses, and the scalding and difficulty 
in micturition, as well as sleeplessness. The method described was 
applied to him, and the frequency came down, as the chart showed. 
One night it rose to five times again; but as it was Sunday I focused 
the current on the prostatic urethra with good results ; the perforations 
of the catheter were found stuffed with pus, evidently from the prostatic 
ducts. The frequency came down, and the next night he got up only 
once. The treatment was concluded on April 3, 1914, and since then 
the patient has had no further treatment, and enjoys unbroken sleep. 
His urine is not yet free from staphylococci, but it is free from pus. 
This patient’s case has proved a very satisfactory one. 

The other case to which I wish to refer was an acute one, of six 
weeks’ duration. I gave a course, and then left the patient alone. He 
seemed to be on the point of a relapse. When the frequency amounted 
to five times a night I decided to interfere, and I made one adminis¬ 
tration for an hour, once a week for three weeks, and since then 
he has had clear nights. 

Time does not permit dealing with more clinical material, but 
I hope the remarks I have made will be of service, because if suitable 
electrical treatment be in future applied to suppuration I think the 
method will be profoundly respected by surgeons. 
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Dr. Howard Humphris : I can confirm, in almost every particular, 
the results that Dr. Turrell has attained. I have read in several papers 
statements to the effect that the cases now seen were not frost-bite, but 
chilled feet. One high authority said there were no cases of frost-bite, 
but with this I do not agree, though it may be that he had seen none. 
The cases of frost-bite fall into two categories—the ansssthetic and 
the painful. I agree that the painful cases, as a rule, are not those 
with broken skin, and these answer to treatment by diathermy. The 
cases which had proceeded to gangrene I treated by the static breeze. 
I have seen some 200 affected toes, and most of them have looked 
as if they were going to be gangrenous; but, so far, I have lost only 
one toe among these. Some surgeons are sceptical about the electrical 
treatment, but one who has made inquiries as to results found that 
some cases, of equal virulence to his own, were treated electrically 
and had gone home well, while those not so treated, admitted at about 
the same date, were not well. That surgeon accordingly came round 
to the support of the method, and wrote to the medical papers saying 
that for non-gangrenous frost-bite electricity was of great value. At 
present I am treating a case with both feet frost-bitten. The patient 
is suffering intense pain, and the skin is in blebs, with an offensive 
sanions discharge. The surgeon in charge feared it would result in the 
anterior part of the feet having to be amputated. That was a week 
ago, and now a toe or two may be lost from each foot, but the loss will 
not be greater than that. Almost immediately there was a dis¬ 
appearance of the offensive odour, and the pain was subdued by small 
doses of aspirin, instead of the two “ tabloids ” of morphia previously 
necessary. For the anaesthetic form the faradic brush, and for the 
hypersesthetic galvanism and diathermy are being used. With regard 
to sprains and nerve lesions, I can confirm what others have said. 
Diathermy for pain in nerve lesions has yielded remarkable results, and 
for recent sprains, such as those due to recruits falling from their 
horses, great relief is afforded by the Morton wave current. 

Mr. Bokenham : My experience confirms that of Dr. Humphris in 
regard to the electrical treatment of frost-bite and sprains. For the 
interference with local metabolism, such as trench frost-bite entails, 
there is nothing to equal the effects of the static breeze discharge, but 
there must be a sufficient amount of discharge to cause benefit. I would 
say the same for some cases of indolent ulcer, and obstinate sinuses, 
such as I had to treat in Boer War cases, and at that date I was 
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convinced that static electrical treatment was much to be desired. In 
the treatment of deep sinuses, I have formed a good opinion of the 
value of ionisation, using sufficiently small currents, by means either 
of succinimide of mercury solution or by zinc electrodes amalgamated 
with mercury. 

Dr. G. B. Batten : I desire to express my gratitude to Dr. Buss 
for his suggestive paper. ’ May it not be that when Dr. Sibley used 
zinc sulphate and zinc chloride, he placed the limb practically in a 
positive bath, and immersed the rest of the body in a negative pole? 
Thus, while aiming at driving zinc ions into the tissues, he was also 
aggregating the deleterious microbes around this positive pole. Beason- 
ing from that, is it possible to get as^good results with the substitution 
of a 2 per cent, salt solution for the fluid he used, in the way suggested 
by Dr. Buss ? 

Mr. C. B. C. Lxster : The Section is deeply indebted to Dr. Buss 
for making a great advance in knowledge concerning electrolysis. 
I have had the opportunity of treating a dozen or more cases on the 
lines Dr. Buss has laid down, and I can speak with definite knowledge 
that quite as good, if not better, results can be achieved with simple 
salt solution, so long as one employs a solution, not a pad. A 
solution admittedly cannot be applied to all parts, but I have 
succeeded with legs, and fingers, and eyes, and I have exhibited 
the identical cups I used for those cases. Twenty years ago, electro¬ 
lysis was used with pads for driving in zinc and mercury and copper, 
but the bacteriology of the matter was never entered into until Dr. 
Buss did the work he had spoken of for the Boyal Society. All present 
will feel deeply indebted to him for having come to the meeting to 
explain the process. 

Dr. Beginald Morton : I wish to associate myself with the 
words of appreciation on the work which Dr. Buss has done. It is 
one of the most important communications which has been made to 
the Section for a long time. I would mention a practical point, 
because last autumn I had a case of ischio-rectal sinus, rather deep, 
which would not heal although various methods of ionisation had been 
applied; the patient refused operation. What I finally succeeded with 
was an adaptation of an old method of getting through the chronic 
.stricture of the urethra, using filiform bougies. This method I applied 
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to the sinus, using many zinc wires, and wherever I found a side 
track I put a zinc wire into it, so that I got a wire in every side 
pocket. After that was accomplished, the wires were all bound together 
externally and the current applied. Healing occurred after a single 
application. Many sinuses following upon lacerated wounds are likely 
to be of the same-nature, and it occurs to me that this hint may prove 
useful to some members. 

Dr. CuMBEBBATCH : In the treatment of sinuses my method is to 
pack the sinus with a zinc rod and connect it with the positive pole. 
The method has been successful in some cases, but in others it has failed. 
When confronted with failure it is necessary to remember three things. 
First, the sinus may not be clear of foreign bodies. In one case a 
sinus was discharging a quantity of pus, and the orthodox zinc rod 
method failed. The case was sent back to the surgeon, who opened 
the sinus and found a piece of khaki in it of the size of the finger-tip, 
which bad not been seen in the skiagram. After the removal of that 
the sinus healed up at once. Secondly, is the sinus a straight one ? 
If the sinus surfaces are not all touched by the rod, pus will still form. 
In one such case I have had success by using a very fine brass tube 
as the positive electrode. I first wash out with water and saline, then 
zinc sulphate, and after passing the current one gets the disinfecting 
action of copper and zinc ions. Thirdly, one must make sure that 
the zinc used is a germicide. In many cases I have found it was not, 
because the ulcer or sinus had refused to heal. As an alternative I 
have successfully used a solution of iodine in potassium iodide—1 per 
cent, potassium iodide containing iodine dissolved to make it an addi¬ 
tional 1 per cent, strength. It is not a case of simple solution of 
iodine and potassium iodide, but a chemical compound is formed, 
probably a tri-iodide. The new ion enters when the fluid is connected 
with the negative pole. By placing a solution of this in contact with 
the skin, the skin becomes discoloured a faint yellow, but by connecting 
the solution with the negative pole the skin becomes an intense orange 
or vermilion. Recently I had a case of ulcer on the knuckle which 
refused to heal with surgical treatment or with zinc ionisation, but 
at once yielded to iodine dissolved in potassium iodide. That being 
connected with the negative pole is one answer to the question raised 
by Dr. Batten. Another solution which has a germicidal action is 
sodium salicylate, and I have had a case which healed up with that 
after failure had been met with even from iodide. 

MH—5rt 
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Another point I wish to mention in connexion with the treatment 
of sinuses and wounds is the use of X-rays. Chronic suppurations and 
sinuses which have persisted for a long time and resisted other forms 
of treatment have yielded to X-rays, and here again further help will 
be derived by placing along the sinus a silver or tin rod. 

With regard to the treatment of frost-bite, it is first necessary to 
have an .exact definition of “ frost-bite,” so that all who use the term 
will be referring to the same condition. I have had two cases of frost¬ 
bite in the feet, of the anaesthetic type, and I have tried one foot of a 
patient with one method, and the other foot of the same man with 
another. I applied the rhythmic sinusoidal current to the worst foot 
of one case, and to the other I applied the galvanic current, the strength 
of which had been made to wax and wane. The foot treated with the 
sinusoidal current recovered much sooner than the other. In another 
bilateral case I treated both feet by diathermy, and the improvement, 
in looks and in feeling, began with the first application. In diathermy, 
I start off by using moist pads soaked in salt solution, but later I place 
pads on the skin, which has received a little preliminary moistening; 
and the result is that there are fewer burns than by the other method. 
I have produced two bad burns by using a damp cloth pad in surgical 
diathermy, because the salt solution was converted into steam, and this 
caused two large areas of necrosis, but it should be added that the 
patient was already moribund from malignant disease. 

The President (Dr. W. Ironside Bruce): I am sure members have 
derived a great deal of instruction from the discussion, and I cannot 
close the meeting without saying how much I have been interested in 
Dr. Russ’s remarks setting forth his own method of dealing with 
bacterial infection. I agree with Dr. Reginald Morton that there is 
something entirely new in it, which is likely to change the prevailing 
views concerning the electrical treatment of disease. 


t 



Elcctro^^berapeutical Section. 

March 19, 1915. 

Dr. W. Ironside Bruce, President of the Section, in the Chair. 


Two Cases of Malignant Growth treated by Diathermy : 

(1) Carcinoma of Tongue ; (2) Carcinomatous Ulcer of Cheek, 

By E. P. CUMBERBATCH, M.B. 

Both the cases were inoperable. The ulcer of the tongue measured 
1 in. by § in., and there was much surrounding infiltration. The 
diathermic cautery was applied in January, 1914, and the patient 
remained in bed ten days after the operation. The patient said the 
ulcer completely healed six weeks later. The only present indication 
that anything had taken place was the appearance of the outer border 
of the tongue, which was slightly concave. It was now covered by a 
smooth layer of epithelium. The operation took ten minutes, and the 
result was better than could have been expected after the application 
of the knife. 

The second patient, a man, aged 60, had a rodent ulcer on the 
cheek, in front of his ear. As a result of the application of X-rays 
some years ago it healed up, but latterly he developed an extensive 
ulcer, which proved to be squamous-celled carcinoma. It was treated 
by radium, but refused to heal. Last July the diathermy cautery was 
applied, and the edges and base of the ulcer were coagulated, and 
sloughed off. Smooth, supple skin could now be felt covering the site 
of the former ulcer. 
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DISCUSSION. 

Dr. Humpheis asked what amount of current was used, what the position 
ofithe indiflferent electrode was, and whether a general anaesthetic was given. 

Dr. WoRRALL asked, in the case of the tongue, what was the length of 
time during which the current was allowed to flow, and whether more than 
one application was needed. 

Dr. CUMBERBATCH replied that the amount of current used for the treat¬ 
ment of these growths was just suflBcient to cause coagulation, as indicated 
by the change in colour. The amount of current to produce that depended on 
the extent of surface contact between electrode and tissue. With a single 
needle, i amp. would cause coagulation; with a disk a centimetre in diameter 
2 amp. would perhaps be needed. In the cases shown he used an electrode 
measuring 1 cm. by i cm., with five prongs attached, *and that required a 
current of 1*4 amp. He mostly used one active electrode in contact with the 
growth, and one indifferent electrode, placing the latter on the chest or other 
flat surface; if it did not make perfect contact, there was danger of severe 
burning. In nearly all such cases the patient was given a general anaesthetic. 
If local anaesthesia was used for growths on or near the face or throat there 
was risk of movement by the patient. If enough h^t were used to produce 
deep coagulation the patient could not tolerate the application. The tongue 
case had only one application, and the coagulation time varied from five to 
ten seconds for each position of the active electrode; it depended on the 
strength of current put on originally. Experiments on excised tissues seemed 
to show that it made no difference whether a strong current produced the 
effect quickly or a weaker current acting more gradually. 


(1) Bacteria moving during Electrolysis ; (2) Changes 
produced in Coli Bacilli after Electrolysis. 

By C. Kuss, M.B. 

The first slide showed urine from a case of cystitis, in which the 
coli bacilli were undergoing no change; this was supplemented by the 
next slide, in which there was an elongation of the bacilli following on 
the electrolysis; there was also a change of reaction to the Gram stain, 
an evidence of chemical change in the bacterial envelope. He first 
produced the effect clinically, and then w\anted to see if he could 
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cause the same effect artificially, using a fluid closely resembling that 
usually present in the bladder, though the actual character of the 
bladder fluid was varied with each drop of urine added to the bladder. 
He produced the elongated effect in sixty-six hours. He repeated the 
experiment thirteen times before he arrived at just the right strength 
of current, ma.—i.e., a non-lethal current. 


DISCUSSION. 

Dr. Ettie Saver said that last summer she had a severe case of pyorrhoea 
with abscesses in both jaws, enlarged cervical glands, and ulcerative colitis. 
She asked Dr. Eyre to make a vaccine for it. The organisms were Strepto¬ 
coccus longus and Streptococcus pneumococcus. In the early stage large 
quantities of streptococci and pneumococci were found in the faeces, but no 
abnormal Bacillus coli. For the colitis she gave abdominal galvanism. After 
three months another examination was made. The vaccine had been success¬ 
ful in destroying the streptococcus and pneumococcus, but the faeces contained 
large quantities of elongated blue coliform bacilli. She did not know whether 
their presence was due to the galvanic current or not, and would never have 
associated the two conditions, but for Dr. Euss’s very interesting discoveries 
and the demonstrations which he had given them that night. 

Dr. Finzi asked what amount of current Dr. Euss gave in these cases: the 
strength and the duration of the application. 

Dr. David Arthur asked whether, by further cultivations, the bacilli 
could be got back to their previous form. 

Dr. Browning considered that the point made by Dr. Euss with reference 
to the lengthening of the organisms was an important one. Other means of 
inhibiting organisms like Bacillus typhosus and Bacilbis coli produced the 
same effect, and no doubt the lengthening was in this instance also an evidence 
of inhibition. Ainley Walker, of Oxford, produced similar appearances by 
growing typhoid bacilli in a medium containing a small amount of an 
extremely inhibitory substance—namely, gentian or crystal violet. A con¬ 
siderable time ago, when he was himself studying the effects of active serum 
on growing organisms, he found exactly the same leptothrix appearance brought 
about by the inhibitory action of serum. The production in vivo of a more or 
less enduring mitigation of the pathogenic action of an infecting organism, 
w^hich they were all anxious to achieve, seemed to have been effected with 
considerable success by Dr. Euss. 

Dr. Euss, in reply, said he was much interested in Dr. Sayer’s remarks : 
the effects were similar to those he had been producing in the bladder. The 
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current used in the case must have been enormous compared with that which 
he employed in his tube; if he had used a stronger one he would have killed 
off the organisms. For cystitis, on the first occasion he did not usually give 
more than 1 ma. for forty-five minutes; and he had not yet found it necessary 
to increase the dose beyond 3 ma., except once w^hen he gave 5 ma. During 
the first week he kept up the administration for an hour; during the second 
week for one and a half hours, and never more than one and a half hours. 
The long bacilli did shorten again in culture, just as Ainley Walker found 
But they did not go back to their original form when the change had been 
brought about in the bladder. In the case he spoke of the effect was produced 
in four weeks, and he had kept in touch with it for eighteen months. Since 
the cessation of the treatment the bacilli in the urine had been gradually 
getting shorter. He had seen the lengthening in several cases of Bacillm 
coll cystitis. 


The Removal of Foreign Bodies from the Tissues with the 
Aid of an X-ray Director. 

By W. Lindsay Locke, M.B. 

The localisation of foreign bodies in the tissues is a subject which 
has been discussed recently almost ad nauseam, but the method which 
I am about to describe, and which you, Sir, so ably demonstrated at a 
recent meeting of the Medical Society of London, presents features so 
essentially different from those with which we have become familiar 
that I venture to bring it again to your notice. I may say that I had 
the pleasure of working out the practical- application of the method 
with our President, and it is at his suggestion that I bring it before the 
members of this Section. 

With the methods hitherto in use the surgeon is shown a mark or 
marks on the skin and told the foreign body occupies a position relative 
to those marks. During the operation the marks are liable to be 
disturbed, and when so disturbed are of little further assistance; with 
this method a mechanical guide is provided and the line is indicated 
until the foreign body is reached. 

The special apparatus required consists of a small addition to a 
couch, which though perhaps elaborate and costly may be easily adapted 
to do all general work, and then forms the most convenient piece of 
apparatus of its kind with which I am acquainted. 

The essentials which must be observed are as follows : The X-ray 
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tube is placed in a box below the couch which is attached to an arm 
above the couch, the whole moving easily in all directions on a 
horizontal plane and capable of being fixed where required. On the 
end of the arm above the couch is arranged a vertical needle, and the 
tube is adjusted so that its central radiation coincides exactly with the 



A, fixing band and buckle; B, needle with guide and stop; C, blunt 
graduated director ; D, fluoroscope with central cross-wires ; E, blunt director ; 
P, stcrilisable needle and director carrier; G, taper fixing pin for P and D; 
H, removable back for use at either end ; K, hinged cross-arm ; L and M, 
vertical adjustment slider; N and O, diaphragm stops; P* and P'^, clamping 
pedals; R, fixing and levelling screws. 


axis of the needle. The needle is capable of movement up and down 
only on this line. Two needles are provided, sharp and blunt; the 
blunt needle is graduated in centimetres. As the operation, is to be 
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done on the X-ray couch this may have to be placed in the operating 
theatre, and to make it possible to centre the foreign body in daylight, 
a small fluoroscope is provided vfhich fixes on to the end of the 
horizontal arm in place of the needle carrier, and has cross-wires 
arranged so that the crossing lies on the needle track. The needles 
and their carrier are easily removed for sterilising purposes and always 
fit accurately into place again. The horizontal arm carrying the needle 
or screen may be raised or lowered to enable it to be placed near the 
surface of the part to be operated upon, and may also be swung verti¬ 
cally out of the way upon a joint specially provided for that purpose at 
its base. 

In the use of this apparatus the technique would be somewhat as 
follows: An X-ray examination having been made beforehand, to decide 
the easiest way to approach the foreign body, and a mark having been 
made on the skin, the patient is placed on the couch and ansesthetised, 
and the part put into the position required and fixed there by means 
of sand-bags and straps. In arranging the position of the patient it 
should be borne in mind that the incision is, as a rule, to be vertically 
over the foreign body. The part is prepared for operation in the usual 
way and a sterile towel laid over it. With the screen on the end of 
the horizontal arm the whole tube box, cross-arm and screen are moved 
about as an orthodiagraph until the shadow of the foreign body lies 
with its centre at the crossing of the wires, in which position they are 
clamped rigidly to the couch by means of the pedal provided. The 
fluoroscope and its holder are now removed and the surgeon substitutes 
the sterilised director and its carrier. If no important structures 
intervene between the foreign body and the skin the sharp needle is 
chosen, and the surgeon will advance its point until it touches the skin, 
in which position he may make a small incision to facilitate the intro¬ 
duction of the needle, which is then pushed forward until it impinges 
on the foreign body. Contact between the needle and the foreign body 
may be felt or Sir James Mackenzie Davidson’s telephone may be used 
to announce the fact. The horizontal arm and needle carrier are now 
pulled up so as to support the upper extremity of the needle while the 
surgeon cuts down alongside it to its point where the foreign body is 
found and removed. Should the foreign body lie in the neighbourhood 
of important structures where the use of. the sharp needle is thought 
inadvisable, the blunt graduated director should be used, the depth of 
the foreign body having been ascertained beforehand. The procedure 
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is the same as when using the sharp needle, the point of the director 
being advanced till it touches the skin; the reading on the scale is then 
noted and the operation proceeded with, the director being swung into 
position when required to indicate the line and measure the depth at 
any stage of the operation. Provision is easily made for ascertaining 
the depth at which the foreign body lies. A scale is placed on the 
cross-rails below the couch to measure the tube shift, and another on 
the vertical extension which reads the distance from the anode to the 
tip of the blunt needle when the latter is in the zero position; this 
allows of accurate estimation of the depth of the foreign body by 
triangulation. 

In conclusion, this method may be applied in all cases in which the 
foreign body can be seen on the screen, and it permits of the surgical 
removal of such from the tissues with expedition and certainty. 


Electrodes for Diathermy and Static Treatment. 

By W. J. Turrell, M.D. 

Dr. Turrell exhibited some diathermy rheophores, designed to 
secure efficient insulation, flexibility, and complete protection of the 
patient from the effects of arcing in the event of fracture of the 
rheophore wires. He also showed some simplified patterns of diathermy 
electrodes for surgical purposes, a much enlarged and strengthened auto¬ 
chrome tank, manufactured at his suggestion by Messrs. Newman and 
• Guardia, for the daylight development of radiographic plates, and an 
asbestos and rubber electrode for administering the static breeze. 


Epidiascope Demonstration of Skiagrams demonstrating Bullet 
Injuries of Skull and other Wounds and Injuries, with 
Notes on Cases. 

By W. J. S. Bythell, M.D. 

The exhibitor explained that as he did not know until the previous 
evening that he could attend the meeting, the slides were not quite as 
announced in the agenda. 
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The first slide was a skiagram of a case in which a Belgian, while 
prone on the ground, received a bullet on the top of the skull; it 
traversed the brain substance, and lay embedded in the petrous bone. 
He also showed an antero-posterior view. The man had no cerebral 
symptoms of any kind. He was seen ten days after the injury, and 
was normal mentally and physically. 

A slide of another case was shown in which the bullet entered the 
top of the head, and was found resting on the tentorium in the parietal 
lobe. A few days after receiving the wound he had complete hemi¬ 
plegia, but within three weeks the whole of the paralytic symptoms had 
passed off; there was nothing left a month afterwards except a slight 
shuffling gait, equally on both sides. But now, six weeks after the 
wound, he was rather “soft,” and was the butt of the other men. 

Another case was that of a man recently admitted with a large 
shrapnel wound in the head. There were pieces of depressed bone, 
fragments of bullet, and the major part of the bullet shown. That 
man was exceedingly ill, and probably would die in a day or two. 
He had now complete hemiplegia, and was in a semi-comatose 
condition. The difference compared with the results in the other cases 
seemed attributable to the shattering effected, and the consequent brain 
destruction. 

Another case was that of a man who, while lying on the ground, 
received a bullet on the end of the nose. It carried away the pre¬ 
maxillary part of the maxilla and went through the tongue, and was 
now lying alongside the fifth cervical vertebra. He saw the man two 
days after the wound, and there was much extravasation in the neck; 
but afterwards the only remaining symptom was complete paralysis 
of the left vocal cord, probably through the bullet having injured the 
vagus or the recurrent laryngeal nerve. 

The next case was that of a man who received an empty German 
cartridge case in the muscle of his calf. He did not know whether this 
had happened through the Germans filling their shells with empty 
cartridge cases and other pieces of metal, or whether the cartridge 
case was forced in by a shell bursting near. 

The next slide showed a bullet embedded in the medullary cavity 
of a long bone without any damage to the bone exterior. The negative 
showed no trace of fracture. The man, he believed, was again at the 
Front. 

The next skiagram w-as from a German prisoner with a bad septic 
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wound in the leg. There was a mass of callus, and the skiagram 
clearly showed the gas track in the middle. It was necessary to 
amputate. 

The last case was that of a bayonet wound in the thigh, and the 
skiagram showed the distinct shadow of myositis ossificans. 


Prints illustrating Diagnostic Points in New Growth of Lung, 
Hour-glass Contraction of Stomach, See. Skiagrams of 
Dermoid Cyst containing Teeth and Hair. 

Shown by Robert Knox, M.D. 

In reference to the last exhibit, the patient had a large palpable 
tumour in the pelvis. There was a large shadow on the right side, and 
several denser areas, which presented considerable difficulty; it was 
thought the dark bodies might be teeth. The presence of the tumour 
suggested a cyst, and a dermoid was thought to be the most likely 
form. Operation confirmed this, and a skiagram of the cyst was 
taken after its removal from the body. The cyst contained teeth, 
bone and hair. 


Case of Foreign Body in the Left Bronchus. 

By H. Annesley Eccles, M.D. 

I VENTUKE to bring this case before the notice of the members of the 
Section, not because of its rarity, but because of some points of interest 
that it presents from the clinical, radiographic, and surgical aspects. 
The patient, a girl, aged 3^, swallowed a foreign body, the nature of 
which appeared to be doubtful, on February 9, 1915. A fit of choking 
ensued, which only lasted ten minutes. A soft oesophageal bougie was 
passed without meeting with any obstruction, and it was surmised that 
the foreign body had passed into the stomach. No untoward symptoms 
arose until February 25, sixteen days after the foreign body had been 
introduced, when a slight cough developed, and the breathing after 
exertion became noisy. This was accompanied by a slight dry rfi,le 
all over the chest, but there was no rise of temperature. On the 
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twenty-fourth day the temperature rose to 101° F., and the air entry 
was found to be deficient on the left side of the chest. On the twenty- 
sixth day the skiagram shown was taken. The foreign body was 
now seen to be a long pin, which had lodged in the left bronchus with 
the point upwards. It could not be observed on screen examination. 
It is less common to find the foreign bodies in the left than the right 
bronchus, the proportion being about one to three. 

The patient was placed under the care of Mr. Norman Patterson, 
who operated on the twenty-eighth day. Chloroform anaesthesia was 
used, combined with local cocaine anaesthesia. The bronchoscope was 
passed with some difficulty owing to the small size of the air passages. 
The pin was eventually seized by forceps, and removed together with 
the bronchoscope. The patient recovered rapidly with no sequelae. 


A Note on a New Sign in the X-ray Diagnosis of Pulmonary 

Tuberculosis. 

By Stanley Melville, M.D. 

Dr. Stanley Melville suggested that limitation of the movements 
of the diaphragm was overrated as a valuable diagnostic sign in early 
pulmonary tuberculosis. Even a greater restriction of movement was 
frequently seen in inflammatory conditions of lung and pleura; while, 
in the case of mouth-breathers and in the majority of women, the 
diaphragm was not extensively used as a muscle of respiration. 

Sir Robert Philip, of Edinburgh, for many years had taught the 
value of what he felicitously termed “ TidaPPercussion,” in relation 
to the functional activity of the lung; and it was to the application 
ot this in radiology that the speaker was anxious to draw the attention 
of the meeting. The term “ tidal percussion ” meant the difference 
between the resonant note obtained during inspiration and expiration, 
the tidal change in the healthy lung being considerable. He would 
not venture upon a discussion on the clinical aspect of the question: 
Sir Robert Philip’s writing on this subject was, however, extremely 
interesting, though the view taken did not appear to have met with 
anything like universal acceptance among clinicians. 

Having regard to the principle that limitation of the tidal percussion 
depended upon the degree of lessened expansion of the lung (and it was 
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convenient to study this at the apex of the lung), the following were 
the observations that he had made, so far as the investigation had been 
carried. In the normal lung, during full inspiration, the expansion of 
the apices was equal, and it was possible to see, above the clavicle, the 
posterior ends of the two upper ribs and, possibly, the upper border of 
the third rib; further, and this he regarded as important, the two upper 
intercostal spaces were of equal width. 

In emphysema usually the upper three ribs could be seen above the 
clavicle, and the intercostal spaces, though still of equal width, were 
widened. In lessened expansion, due to interference with the air 
entry into the ascending bronchus, not only was a much smaller area 
of the bony framework of the thorax visible, but the intercostal spaces 
were definitely narrowed, the two upper ribs being frequently so close 
together that no translucent lung could be made out. In several 
skiagrams which he showed, illustrating these dififierences, in a pul¬ 
monary root lesion the space between the first and second ribs was 
practically obliterated, while in a dense fibrotic lesion of the region of 
the upper lobe the first and second spaces were much narrowed, and 
there was no lung tissue to be seen in the first intercostal space. 

While he considered it more convenient to estimate this degree of 
lessened expansion during the screen examination, he would emphasise 
the necessity there was that the central rays of the X-ray tube should 
always bear the same relation to the part under examination. An 
arbitrary point was taken in his work, this point being the level of the 
third costal cartilages with the sternum. 

He hoped others would follow out the investigation in their own 
work, and that the subject might be brought up again at a subsequent 
meeting of the Section. 


Demonstrations. 

By J. A. CoDD, M.D. 

Lantern slides of (1) an improved tube-stand. The majority of 
tube-stands are arranged so that the long axis of the tube is vertical, 
and in many positions of the tube for treatment the cathode stem is 
in the way, and comes in close contact with the patient’s body. For 
therapeutic purposes the tube should have its long axis horizontal when 
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the tube box is in the normal position, and to secure this in the case of 
the type of tube box the exhibitor has used, he has replaced the straight 
arm which carries the ball and socket joint by an arm bent at a right 
angle, and finds that this simple change gives greatly increased facilities 
for approaching the tube to incurved surfaces such as the axilla, the 
side and front of the neck. 

(2) A therapeutic chair arranged like a laryngoscopic chair, except 
that, at each side, there are additional sockets for the reception of the 
arm that carries the head-rest. By placing the head-rest in one of 
these extra positions the head may rest comfortably upon it and so 
open out the angle between the head and the shoulder, and thus 
facilitate close applications to the neck. 

(3) Becords of visceral movements by the use of colour tracings. 
In the case of an actively moving viscus tracings are made on the lead 
glass covering the fluorescent screen at the different stages of the move¬ 
ment, each stage being represented by a different colour. The tracings 
are then transferred to translucent paper, each phase of the movement 
being represented by a different colour, so that the interlacing outlines 
can be easily distinguished, the order of sequence can be represented 
by a series of corresponding coloured lines in the margin, and the 
dmation of any phase can also be indicated in the margin. 


M. Luc Hertoghe (a member of the Belgian Ambulance Corps, 
introduced by Dr. Jordan) exhibited a Belgian 75-mm. shell, which 
was fired against the Belgians by the Germans who had captured some 
of the guns and ammunition at Antwerp. Also a specimen of the 
aerial arrows, dropped in bundles of 250 by the Belgian airmen. 
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April 16, 1915. 

Dr. W. Ironside Bruce, President of the Section, in the Chair. 


The late Dr. H. Lewis Jones. 

Dr. Beginald Morton said that, as one of the old members 
of the Electro-Therapeutical Society, who had a share in bringing 
that Society into the brotherhood of the Boyal Society of Medicine, 
and who had been very regular in attendance at its meetings, he 
assured his hearers that at no time had members met in such a gloomy 
mental atmosphere as they did at this moment, owing to the loss which 
had been sustained by the death of Dr. Lewis Jones, for, in his passing 
away, the specialty had suffered a loss which could not be made good. 
Dr. Lewis Jones was truly the father of electro-therapeutics, so far 
as the British Empire was concerned. From the time that their friend 
took charge of the Electrical Department of St. Bartholomew’s 
Hospital, in 1889, electro-therapeutics began to take an upward trend ; 
and the secret of that lay in the fact that Dr. Jones was very scientific 
and thorough, and his attitude was absolutely correct. The specialty 
had often been regarded with scorn, but matters greatly improved 
when he took it in hand, and he maintained his hopeful spirit, and 
never sought to retaliate against its critics; and if he offered an 
answer it was very effective by reason of his confident yet incisive 
manner. Unfortunately, his health began to fail, and when he suffered 
the great loss of his son, who went down in the Hawke he was 
utterly crushed. A pathetic note received from Dr. Lewis Jones at 
that time showed he had received a blow from which he was not 
likely to recover. 

Dr. Jones was a reserved man, but of most kindly and genial 
nature; and a great point to be remembered about him was the 
encouragement he gave to young aspirants in electro-therapeutics 
MY —2 
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and radiology. To the speaker he had always been most helpful, both in 
matters scientific and in things more mundane, and one always felt the 
better from having consulted him. Only those who were more or less 
intimate with Dr. Jones could realise how much the profession had 
lost. He valued the privilege of being invited to propose the following 
resolution:— 

“ That this Section wishes to express tlieir deep sense of the very- 
serious loss that has been sustained in the death of Dr. Henry Lewis 
Jones, not only by' the Section, but by all those interested in electro¬ 
therapeutics and radiology, and also to offer their most sincere sympatliy 
to Mrs. Lewis Jones in the double loss of her husband and only son 
within a few months of each other.” 

Dr. CuMBEEBATCH desired to second the resolution proposed by 
Dr. Beginald Morton. His own personal knowledge of Dr. Lewis 
Jones did not extend further back than the year 1911, but he soon 
discovered what manner of man he was—a skilled physicist and an able 
physician. Whenever he appealed to Dr. Jones for advice, he acted 
as a kindly light leading him through the encircling gloom; and he 
thought all present would agree with Dr. Beginald Morton that the 
deceased was the father of the school of electro-therapy in the British 
Empire. He was its most influential teacher and most distinguished 
member. From what he had learnt from friends and colleagues of 
the deceased, he knew that in early life Dr. Jones was a prominent 
athlete and a distinguished classical scholar. 

The resolution was carried in silence by members rising in their 
places. 

Report of the Sub-Committee on the Standardisation of the 

Opaque Meal. 

Dr. Beginald Morton, in presenting this Beport, said that eighteen 
months ago, when this Sub-Committee was formed, the need for a 
standard meal was felt, because there were workers all over the country, 
each of whom had his own particular form of meal. In regard to the 
best meal for ordinary purposes, the whole Committee was in agreement; 
but in one particular Dr. Jordan stood out, and that gentleman’s report 
was separately presented as a Minority Report. There had been no 
precise quantities laid down. 
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Majority Keport op the Sub-Committee op the Electro-Thera¬ 
peutical Section op the Eoyal Society op Medicine on a 
Standard Opaque Meal por Eadiographic Examination op 
THE Alimentary Canal. 

(1) The standard meal can consist of either bread and milk or 
porridge (Note 1). 

(2) The total balk of the meal should be about half a pint. 

(3) The meal should be mixed with 2 oz. of barium sulphate or 
2 oz. of bismuth oxychloride (Note 2). 

(4) The meal should be taken as nearly as possible on an empty 
stomach. 

(6) No aperient or other medicine should be taken within thirty-six 
hours of the first examination, and if the bowels are not opened 
naturally, an enema should be given on the morning of the examination. 

Note 1. — (A) Preparation of bread and milk : 2 oz. of white bread, 
without crust, cut into small cubes, are placed in the bowl from which 
the meal is to be taken. 8 oz. of ordinary or malted milk are boiled in 
a separate vessel with 2 oz. of bismuth oxychloride or 2 oz. of barium 
sulphate ; this mixture is stirred and poured over the bread. Sugar is 
added to taste. 

(B) Preparation of porridge; 7 oz. of porridge made from the finest 
oatmeal are mixed with 2 oz. of bismuth oxychloride or 2 oz. of barium 
sulphate, and sufficient milk to make the total bulk up to 10 oz. 
The patient adds as much brown sugar as he likes. 

Note 2. — (A) Bismuth carbonate neutralises about 22 per cent, of 
the free acids of the stomach, but there is no evolution of gas, as the 
carbon dioxide is dissolved as rapidly as it is produced (H, Finnemore 
and A. E. Barclay). The reduction in the acidity of the gastric contents 
tends to reduce the motor activity of the stomach and to interfere with 
the normal action of the pylorus. 

(B) (i) Bismuth oxychloride is slightly more opaque to the X-rays 
than bismuth carbonate (E. Morton). 

(ii) Bismuth oxychloride is about one and half times as opaque to 
the X-rays as an equal bulk, and twice as opaque as an equal weight of 
barium sulphate (E. Morton). 

. (Signed) A. E. Barclay, 

A. F. Hertz, 

Eeginald Morton, 

S. Gilbert Scott. 
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Minobity Eepobt. 

I wish to point out that the standard meal here described and the 
method of giving it are not, in my opinion, suitable for the investigation 
of chronic intestinal stasis. For this purpose I recommend an 
emulsion containing 4 oz. of carbonate of bismuth mixed with sugar of 
milk and water, to be taken within two hours after an ordinary break¬ 
fast, no purge or enema having been given. The details of the 
procedure are explained in the British Medical Journal^ November 22, 
1913. 

{Signed) A. C. Jordan. 


DISCUSSION. 

Dr. Reginald Morton moved “that the Majority Report of the Sub- 
Committee be adopted by the Section.** 

Dr. A. F. Hertz said he thought it would be desirable to add a note that 
barium sulphate was preferable, at any rate for hospital use, as it was very 
much cheaper than bismuth oxychloride and equally good for radiographic 
examinations. By using barium sulphate, Guy’s Hospital had saved about £50 
per annum. 

Dr. Barclay supported Dr. ‘Hertz’s remarks, and seconded Dr. Morton’s 
motion. 

Dr. Metcalfe stated that he agreed with the general conclusions as to 
the opaque material and the quantity of the meal to be given ; but he would 
like to ask the Sub-Committee whether they had any suggestions to offer 
as to the flavouring of the meal, so that it would be somewhat more palatable 
than the ordinary opaque meal. Owing to disordered digestion, such meals 
were often repugnant to the patient, and an exceptional X-ray appearance 
of the viscera was sometimes produced. He favoured the addition of a cer¬ 
tain quantity of chocolate or cocoa—the latter preferably in the form of 
what was commonly known as “Homoeopathic Cocoa” — i.e., containing 
arrowroot and other things in addition to the cocoa. If the mixture were 
made more attractive, there was the likelihood that better and more uniform 
results would be obtained. 

Dr. Jordan agreed with Dr. Metcalfe that the meal should be made 
agreeable, but with regard to flavouring, the difliculty arose that one needed 
to know in advance the personal preference of each patient. Chocolate was 
perhaps the most generally approved by patients, but some disliked it, and 
others objected to vanilla or to peppermint. He thought there was room for 
two kinds of opaque meal: a solid preparation which was really a “meal,” anil 
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an emulsion (such as he recommended in the Minority Eeport) which rendered 
opaque the meal already in the stomach. When the decision was made to 
give a patient a solid opaque meal, he had one bit of advice to offer—to let 
the patient come for it as hungry as possible ! 

Dr. Bailey said that, personally, he was fond of cornflour, and there were 
many people who did not like oatmeal but had no objection to cornflour. He 
asked whether it was not desirable to make reference to the more solid 
substance required in cases of stricture of the oesophagus. 

The President commented on the quietness with which the proposal 
for a standard oqaque meal had been received by the Section. He 
hoped that did not mean that some did not propose to fall in with it; he 
hoped all would do so, because it would make a good deal of difference in 
examinations and the comparisons of results if the same method were used 
by all. Bread-and-milk and porridge were the substances selected because 
one or other was acceptable to most people. Immediately the question of 
flavouring was entered upon a difficulty arose, for tastes were very diverse. 
He regarded Dr. Hertz’s suggestion as to barium sulphate as an excellent one; 
the saving in a big institution effected by using barium sulphate in preference 
to bismuth oxychloride was an important matter, and a reference to it should 
be added to the Eeport of the Sub-Committee. 

Dr. Reginald Morton replied that the Sub-Committee discussed the 
question of flavouring of the meal, but decided not to lay down rules which 
were too precise ; their object was to form a basis, and it was felt that free 
discretion might be left as to flavouring, especially as, in the words of Dr. 
Jordan, it would be necessary to know the taste of the person in advance. 
He agreed that everything should be done to make the meal as little objection¬ 
able as possible. With regard to Dr. Hertz’s suggestion, he would be glad if 
bismuth oxychloride could be left out altogether, and barium sulphate be 
recommended for all cases. He had had some cases in which the barium 
seemed to accelerate the digestion of the meal, but there was not sufficient 
difference in the action of the two substances to warrant the more expensive 
substance being recommended. In answer to Dr. Bailey’s suggestion, cases 
of stricture of the oesophagus were in a different category, and obviously a 
stiffer pabulum was required, and less of it; but the Sub-Committee were 
concerned with derangements of the ordinary digestive system. He would 
like, with the permission of the Section, to add Dr. Hertz’s suggestion to the 
Eeport. This was agreed to, and the Majority Report was formally adopted. 
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Some Alimentary Canal Cases of Radiological Interest. 

By Aethue F. Heetz, M.D. 

Case I: Achalasia of the Cardia (so-called Cardiospasm). —This 
case has already been described in the Proceedings (Clinical Section), 
1914, p. 22. 

Case II: Syphilis of the Stomach. —Mr. G., aged 33, had syphilis in 
1901. In 1909 he began to suffer from indigestion; his appendix, the 
lumen of which was partly obliterated, was removed in December. He 
was better for a time, but in June, 1911, he complained of pain in the 
right hypochondrium, which was relieved by vomiting and by careful 
dieting, also of flatulence, wasting and constipation, with slight tender¬ 
ness beneath the right rectus. An X-ray examination is said to have 
shown that the stomach was normal, except that there was considerable 
delay in its evacuation, which was supposed to have been due to a 
duodeno-jejunal kink, and a diagnosis of intestinal stasis was made. In 
April, 1912, Dr. Ironside Bruce found that the normal gastric outline 
was obliterated in the pyloric half of the stomach (fig. a) ; a gastro¬ 
enterostomy was performed in May, 1912, by Mr. Peter Daniel. No 
ulcer was found, but the pylorus was rigid and the mucous membrane 
of the pyloric end of the stomach was hard and granular in appearance. 
There was only temporary improvement, and when I saw the patient 
with Mr. Daniel in February, 1913, he was suffering from severe pain 
over the whole of the upper part of the abdomen, which was worst 
about four hours after meals and often awakened him at 2 a.m. The 
symptoms were similar to those he had before the operation, except 
that he now did not vomit. An X-ray examination (fig. 6) showed that 
the food left the stomach very rapidly by the stoma, and the pyloric 
end of the stomach was completely obliterated. As it was thought that 
the condition might be due to syphilis, a Wassermann reaction was 
tried and found to be positive. Mr. Daniel therefore gave the patient 
three injections of neo-salvarsan. By April he was completely well, and 
when seen in March, 1915, two years after the salvarsan injection, he 
told me that he had had no return of symptoms and was able to take 
full diet without any discomfort. An X-ray examination showed no 
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April, 1912. (From skiagram by 
Dr. Ironside Bruce.) 


February, 1913. After gastro¬ 
jejunostomy. 




(C) 


(d) 


^larch, 1915. Two years after sal- 
varsan treatment. Standing. 


^larch, 1915. Lying down, the patient having 
turned on his right side for two minutes. 


Case II: Syphilis of the stomach.—F, fundus ; P, pyloric end of stomach ; 
D, D, duodenum; J, jejunum, just beyond anastomosis; I, small intestine 
beyond J, 
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great alteration except that a narrow channel was now present through 
the pyloric end of the stomach (c and d). 

There seems no doubt that this was a case of gumma of the 
stomach ; such a possibility should therefore be borne in mind whenever 
the appearance, which is generally regarded as pathognomonic of cancer 
of the stomach, is seen, as the condition ought to be curable without 
operation. 

Case III: Carcinoma of Stomach causing Pyloric Incompetence .— 
Mr. P., aged 78, had had an excellent digestion until two months before 
I first saw him, when he began to suffer from loss of appetite, flatu- 



Case III; Carcinoma of stomach causing pyloric incompetence.—P.V., 
pyloric vestibule infiltrated with growth ; P.C., pyloric canal; D* and D*, first 
and second parts of duodenum. 


lence, and pain immediately after meals. There was no vomiting, and 
although he still ate a moderate amount of food, he had lost 20 lb. since 
the onset of symptoms. He was formerly very vigorous, but now felt 
extremely weak. His bowels were regular. Nothing abnormal could 
be felt on palpation. The X-rays showed that the whole of the pyloric 
end of the stomach was infiltrated by growth, the outline of the shadow 
being irregular and the peristaltic waves ceasing at a point about 3 in. 
from the pylorus. In spite of this the food passed with extreme 
rapidity through the pyloric canal, which was widely open, into the 
duodenum, the first part of which—the “ pyloric cap ”—looked abnor- 
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mally large, but was really simply distended as a result of the rapid 
passage of food from the stomach. There was no delay in the passage 
through the rest of the duodenum or intestines. 

I believe that the condition of pyloric incompetence seen in this 
case is a common precursor of the pyloric obstruction caused by cancer. 
It is a result of infiltration of the muscular tissue preventing the normal 
contraction of the pyloric sphincter at a period before the invasion of 
the latter is sufficient to cause obstruction. -Such a case shows the 
importance of early X-ray examination, by means of which cancer of 
the pyloric end of the stomach may be recognised before the more 
obvious symptoms due to pyloric obstruction have appeared. 

Case IV: Appendicitis with Undescended Caecum; Gastric Anti- 
peristalsis without Pyloric Obstruction. —Mr. C., aged 36, complained 



Ca.se IV : Appendicitis with undescended csecum. a, appendix; C, csecum ; 

D.C., descending colon ; i, i, terminal loop of ileum. 

of constant pain in the right hypochondrium for four months. It 
was always aggravated by exertion, but had no special relation to 
meals. It was sometimes severe enough at night to keep him awake. 
He frequently vomited within an hour or two after meals, the food 
being partially digested and mixed with very sour fluid. The upper 
part of the right rectus was found to be very rigid, and he was 
very tender in the region of the duodenum, so that, in spite of the 
absence of any characteristic relation between the pain and the time 
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of meals, the possibility of duodenal ulcer had been suggested. An 
X-ray examination showed, however, that the stomach was nonnal in 
size, peristalsis being active but somewhat irregular, as an occasional 
feeble anti-peristaltic wave passed from a point about 3 in. from the 
pylorus on the greater curvature at the same time as a normal peristaltic 
wave started from the same point on its way to the pylorus. There was 
no delay in the evacuation of the stomach, and there was no stasis in 
the ileum, the end of which rose out of the pelvis to join the caecum, 
which was situated above the iliac crest and formed the beginning of 
a somewhat dropped transverse colon. There was no trace of any 
ascending colon, and the appendix was clearly seen passing from the 
inner side of the caecum upwards and inwards until it emerged above 
its highest point. Its position corresponded with that of the pain, and 
palpation under the screen showed that the caecum itself and the 
duodenum were not tender, the tenderness being confined to the 
appendix. Mr. E. C. Hughes removed the appendix, which showed 
signs of chronic inflammation, its situation corresponding to what was 
seen with the X-rays; the duodenum was normal. The patient has 
been free from symptoms since the operation was performed two 
months ago. 

This case is also noteworthy from the fact that reversed peristalsis 
was seen in the stomach, although there was no pyloric obstruction. 
The only other instance I have seen of reversed peristalsis in the 
absence of obstruction was also a case of chronic appendicitis. 

Case V: Appendicitis with Colon situated entirely on the Left Side 
of the Abdomen. —Mr. S., aged 22, has had frequent attacks of severe 
pain ever since he was poisoned with bad meat four years ago. The 
attacks are very severe and come on without obvious cause in the lower 
part of the abdomen. When I first saw him in April, 1914, he was 
having as many as two a day. An X-ray examination showed an 
extraordinary abnormality of his colon; the whole of it was situated on 
the left side of the abdomen, the end of the ileum passing downwards 
on the right side to join the caecum, which was in the left side of the 
pelvis. It was thought that the symptoms might be due to appendicitis, 
so Mr. F. J. Steward operated and found the appendix w’as slightly 
diseased and was lightly adherent in the pelvis. The caecum had a 
very large mesentery. The appendix was removed, and the patient 
remained well until the end of July; since then he has had an occa¬ 
sional slight attack of pain, but never as severe as before the operation. 
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A second X-ray examination showed that the intestinal condition was 
unaltered, and that there was no stasis. 

I am unable to explain by what developmental process the colon 
should he in such an unusual position. 



Case V : Colon situated entirely on the left side of the abdomen. 


Case VI: Inflammation of Appendix which was said to have been 
removed. —Mr. M., aged 19, was operated upon when aged 5 for an 
appendicular abscess; the appendix was supposed to have been removed, 
but as the surgeon is now dead it was impossible to obtain confirmation 
of this. He remained perfectly well until he was aged 12, when he 
began to have attacks of abdominal pain. At first there were not more 
than two a year, but during the last six months a week has rarely 
passed without one or two attacks. They generally last only ten 
minutes, but occasionally as long as three hours. They may occur at 
any time, but are especially likely to be brought on by strenuous 
exercise ; they have sometimes followed an hour or an hour and a half 
after a meal. The pain is always situated in the neighbourhood of the 
umbilicus, but on one recent occasion it was followed by a less severe 
pain in the right iliac fossa. The pain is often very severe ; it develops 
gradually but disappears suddenly. The bowels are regular. Examina¬ 
tion showed that there was some tenderness in the right iliac fossa. 
With the X-rays I found that the stomach, which was somewhat atonic, 
emptied itself within six hours of the barium meal, nothing having been 
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eaten in the interval; an abnormally large proportion was then present 
in the end of the ileum, the caecum and ascending colon being also 
visible. A shadow, which looked as if it might be the appendix, was 
visible between the end of the ileum and the caecum. Three hours 
later only a small quantity of barium was left in the ileum, the rest 
being in the caecum and ascending colon, none having passed beyond 
the hepatic flexure. The appendix was now clearly visible, and it was 
found to be extremely tender, the end of the ileum and the caecum 
being entirely free from tenderness. The appendix was quite movable, 
and the caecum, which dipped into the true pelvis on lying down, could 



Case VI: Inflammation of appendix, which was supposed to have been 
removed. Tracing taken nine hours after barium meal, a, appendix; i, t, end 
of ileum. 


be raised about in. by deep palpation. The appendix remained the 
only tender point, even when it was moved a couple of inches from 
the position in which it was first seen, so that it was clear that the 
tenderness was due to the appendix itself, and was not a referred 
muscular tenderness. 

Shortly afterwards Mr. Warren Low removed the appendix, which 
showed evidence of chronic inflammation. Its terminal quarter of an 
inch was completely separated from the rest by a short fibrous cord. 
The patient has had no return of symptoms. 
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Case VII: Heart pushed over to the Right Side of the Chest by 
Dilated Splenic Flexure. —A lady, aged 50, had suffered from severe 
constipation for many years, and on one occasion had gone twenty-six 
days without an action. I found that her heart was situated entirely 
on the right side of the chest, its outer border being 3 in. from the 
middle line, but her medical attendant was quite certain that the last 
time he examined her some years before it was in a normal situation. 
Neither physical examination nor the X-rays showed the presence of 
anything in the right side of the chest which could have drawn the heart 
over, or on the left side of the chest which could have pushed it over, 
but the highest point of the left side of the diaphragm reached the level 
of the third costal cartilage, the right side being only on the level of the 
fourth intercostal space, whereas the diaphragm is normally at the level 
of the fifth costal cartilage, the right dome being slightly higher than 
the left. This abnormal position was due to an enormous dilatation of 
the splenic flexure; the constipation was found to depend entirely upon 
delay in the dilated part of the colon. There was no evidence of any 
organic obstruction ; the stomach also showed a somewhat remarkable 
condition, which was apparently the result of pressure by the dilated 
splenic flexure. When the barium meal was first taken, it all accumu¬ 
lated in the fundus and gave the impression that there was an organic 
obstruction in the centre of the stomach leading to an hour-glass con¬ 
dition (a). That this was not really the case was shown by the fact that 
a second barium meal on a later day passed without difficulty through 
the whole stomach, the appearance of which was normal in every way (5). 
Massage of the dilated colon, which the patient could bring within 
reach by breathing deeply, resulted in considerable improvement, so 
that she was able to keep her bowels regular with six or eight senna 
pods and a tablespoonful of paraffin every night. Her general health 
also improved, but there has up to now been no change in the position 
of the heart. 

I have been able to find no other recorded case, in which the heart 
was pushed over to the right side as a result of dilatation of the splenic 
flexure. 
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Stomach with central spasm. Stomach with spasm relaxed. 



(0 

Composite drawing of colon. The numbers represent the hours after 
the barium meal at which different points wore reached. 


Ca c VII : Heart pushed over to the right side of the chest by dilated splenic flexure, 
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Case VIII: Hirschsprung’s Disease in an Adult without Symptoms .— 
Mr. K., aged 35, 6 ft. 7 in. in height and weighing 15 st., had always 
enjoyed good health and was a noted athlete. Whilst in England and 
on the East African coast, where he is an official and where the climate 
is not very trying, he is perfectly well, his bowels being opened twice 
a day. He has to make frequent expeditions to the interior, where the 
heat is very great, and he perspires excessively; at the same time his 
meals are irregular, and he is unable to obtain green vegetables, so that, 
although he rides for five or six hours a day, he at once becomes consti¬ 
pated. When his bowels have not been opened for four or five days he 



Case VIII: Hirschsprung’s disease in an adult without symptoms.—S, upper 
level of fluid contents in stomach; C, upper level of fluid contents in dilated 
segment of colon ; G, gas in colon above liver. 


takes gr. iv calomel in the evening and an ounce of salts in the morning; 
a normal stool results without any pain. He consulted me in order to 
know what steps he should take in order to keep his bowels regular 
whilst on his expeditions. 

My examination showed that his colon was abnormally long and 
dilated, but the chief dilatation was beyond the middle of the trans¬ 
verse colon. The exact anatomical relations could not be made out, 
but an enormous dilated sac of colon pushed up the left side of the 
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diaphragm and contained semi-fluid faeces, the upper surface of which 
could be clearly seen distinct from and below that of the gastric contents. 
A part of the dilated colon was also above the liver, so that the gas- 
containing bowel could be clearly seen under the right side of the 
diaphragm. A finger inserted in the rectum passed straight into an 
enormously dilated sac. In spite of this remarkable condition there 
was no intestinal stasis. 

This is apparently a case of Hirschsprung’s disease, in which the 
hypertrophy of the intestinal musculature has produced compensation. 

Case IX: Atonic Dilatation of the Stomach cured by Treatment .— 
Mr. H., aged 45, had an attack of acute indigestion after a meal of 
oysters and beer at Easter, 1913. Since then he had suffered from a 
sense of fullness after meals, which changed into a hot burning sensation 
in the course of a couple of hours. In January, 1914, he began to lose 
weight, and when I first saw him in July he had lost 2 st. He felt 
slack and complained of giddiness in the morning. There was no 
tenderness nor rigidity, and an X-ray examination showed that he had 
well-marked atonic dilatation of the stomach. He was treated by rest 
in bed with an absolutely dry diet, all fluid being given by rectum; 
at the same time his stomach was massaged. Improvement was very 
rapid, and the X-rays showed that the tone of his stomach returned 
to normal at the same time as his weight increased and his symptoms 
disappeared. There has been no return of symptoms. 

Case X: Gastroptosis cured by Treatment. —An unmarried ladv, 
aged 52, suffered from indigestion, severe constipation, and general 
weakness. The tone of her stomach was found to be normal, but a 
considerable degree of ptosis was present (a), which was due to the very 
flabby condition of her abdominal muscles. She was given an abdominal 
support and had regular massage and exercises, with the result that the 
condition of her muscles steadily improved in spite of the fact that she had 
no rest in bed. The position of her stomach had risen to normal when 
I saw her fourteen months after the first examination (b). She was 
now able to do without aperients but still used a little paraffin. She 
then gave up the abdominal support but continued to have massage at 
intervals, with the result that four months later the stomach had actually 
become slightly hypertonic, the greater curvature being just above the 
umbilicus (c). She was now also able to get her bowels open without 
even using paraffin. 
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(C) 

September 16, 1914. 


Case IX : Tracings showing result of treatment of atonic dilatation of the stomach. 
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Case XI : Ptosis of the Colon with Severe Intestinal Stasis and 
Symptoms of Intoxication cured by Best and Massage, —A girl, aged 14, 
had suffered from constipation since infancy. It had been getting worse 



January 21, 1913 March 25, 1914. 



July 21, 1914. 


Case X : Gastroptosis cured by treatment. 

the last few years, during which she had five attacks of faecal obstruction. 
Her stools constantly contained mucus. She suffered from perpetual 
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Horizontal. Vertical. 


(a) September 10, 1913. Composite tracings showing outline of stomach and 
duodenal cap (d), and shadows of terminal ileum (i), appendix (a), and colon. 
The ileum was not empty until forty-eight hours had elapsed, and the csecum 
was still full after seventy-two hours. The numbers represent the hours after 
the meal at which different points were reached. Weight, 7 st. 12 lb. 



Horizontal. Vertical. 


(b) October 29, 1913. Tracings taken twenty-six hours after barium meal; 
some of the barium had already been passed. Weight, 9 st. 7 lb. 

Case XI: Ptosis of colon with severe intestinal stasis cured by rest and massage. 
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headaches, pains in her limbs and body, and she had an exceedingly 
small appetite. Her breath was always foul and her tongue furred; 
she was very depressed and irritable. An X-ray examination showed 
that there was no stasis of the stomach, but a slight degree in the end 
of the ileum. There was an extreme degree of stasis through the 
whole colon. The transverse colon was very low even in the horizontal 
position. The ptosis was probably due to the accumulation of large 
quantities of faeces in it, because no other organ had dropped with it. 
The intestinal stasis, the ptosis of the colon, and the toxic symptoms 
were so severe that a continuation of medical treatment was only 
advised as a forlorn hope, and it was expected that a colectomy would 
ultimately be required. The patient was kept in bed for five weeks. 
Every morning after her bowels had been opened she was given abdo- 
dominal massage by a nurse, who had been shown under the X-rays 
how she could manipulate the colon into its normal position. She was 
ordered a tablespoonful of liquid paraffin after each meal and an enema 
of warm water every morning. A pint and a half was used at first, but 
the quantity was reduced every day by half an ounce. She was made 
to take full diet with extra milk and cream. She improved with 
remarkable rapidity; and when seen six weeks after the beginning of 
treatment her weight had increased from 7 st. 12 lb. to 9 st. 7 lb. ; she 
looked and felt better than ever before, and her mother said her 
character had quite changed, as she was brighter and better tempered 
than she had been for years. During the last fortnight of treatment 
the bowels had been opened naturally every morning; she still took 
half an ounce of liquid paraffin three times a day, and a small enema 
was given each evening with very little result, showing that the natural 
action in the morning was sufficient. The enemata were therefore 
discontinued, and an X-ray examination a week later, after she had 
given up the paraffin for three days, showed that there was no longer 
any ileal or colic stasis, some of the barium sulphate being passed the 
morning after the barium breakfast. The transverse colon had risen 
to its normal position, dropping only just below the umbilicus on 
standing ; before the treatment began, its lowest point, measured 
orthodiagraphically, was 4 in. below the umbilicus on standing. Four 
months after she had got up she was getting her bowels open with 
a little paraffin and aloin: she had gained a few more pounds in 
weight, and her general health continued to be excellent. 
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Cafie XII: Dyspnoea due to Ptosis of the Diaphragm in a Case of 
General Visceroptosis. —A lady, aged 50, had suffered for a long time 
from neurasthenic symptoms accompanied by indigestion and shortness 
of breath. An X-ray * examination showed that she had an “ orthostatic 
hour-glass stomach,” the contraction being due to the drag upon the 
stomach in the erect position, as it disappeared when she lay down. 
In a horizontal position the diaphragm was normal and its respiratory 
excursion was 2^ in. In the erect position it dropped almost into the 
position of extreme inspiration, so that even with a great effort it only 
descended J in. Consequently diaphragmatic respiration was impossible 


(a) Horizontal. 


(5) Vertical. 



Case XII: Ptosis of diaphragm in case of general visceroptosis.—Repro¬ 
ductions of tracings drawn orthodiagraphically, showing ptosis of diaphragm, 
heart, and stomach ; the stomach has an ‘* orthostatic hour-glass contraction ” 
in the vertical position, d, diaphragm in position of rest; d', diaphragm on 
maximum inspiration ; d", diaphragm when abdomen is compressed ; d— d* in 
(a) = in. ; d—d' in (6) = J in. 


in the erect position, though normal on lying down. The abdominal 
muscles were exceedingly feeble, the visceroptosis being clearly due to 
this. When she was given an abdominal support the diaphragm was 
pushed up, so that the normal respiratory excursion became possible 
and the dyspnoea disappeared. 


Proceedings, 1912, v (Med. Sect.), p. 60. 
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I believe that a similar condition is a not uncommon cause of dyspnoea 
in individuals with weak abdominal muscles. Many patients suffering 
from heart failure, who are well whilst they are resting in bed, but are 
unable to take any exertion when they get up, are relieved by using 
a support for their weak abdominal muscles, so that the diaphragm can 
be maintained in its normal position. 


DISCUSSION. 

The President said the Section was very much indebted to Dr. Hertz 
lor this exhibition ; the series was a most interesting one. What had relieved 
his mind most was the demonstration that medical methods were effective in 
cases of intestinal stasis, remembering the severe operations which had been 
devised for the condition. 

Dr. Hernaman-Johnson reminded the meeting that some of Dr. Hertz’s 
excellent results were obtained by putting the patients to bed for some 
time, and by using some kind of mechanical support. In the case of 
people who were poor and could not lie up away from their work, he had 
found a useful alternative in stimulation of the abdominal muscles by the 
sinusoidal current rhythmically interrupted. Where that was not available, 
and in less severe cases, ordinary faradism could be used, interrupted by 
a metronome. One might or might not combine this with a mechanical 
support, or with the administration of cascara and paraffin. In the latter 
event the patients usually complained of diarrhoea after the first two or 
three days, and it was then advisable to discontinue the paraffin and cascara. 
He did not offer these suggestions as a rival treatment, but as an alter¬ 
native one when the patient could not afford to lie up; it was desirable 
also to restore the tone of the muscles, striped and unstriped, so that an 
abdominal belt might be dispensed with as soon as possible. The results of 
a six or eight weeks’ course seemed to be lasting; he had followed up 
cases three years later and found there had been no return of the trouble. 
Relapse might, however, occur if the patient returned to an unhealthy way 
of living. No subject of stasis should be subjected to the severe operation 
until the treatment mentioned by Dr. Hertz and himself had been given a 
good trial. 

Dr. Barclay desired to corroborate what Dr. Hernaman-Johnson had 
said ; he had seen such cases pick up extraordinarily under the application of 
massage, exercises, and the use of the sinusoidal current. 

Dr. Reginald Morton said he could bear testimony to the value of the 
electric current in these cases of stasis, particularly the slow sinusoidal 
current, which should he reduced to a rate of one impulse per second, so long 
as tliey were strong enough, because the time element in the contraction of 
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unstriped muscle was a slow one, and was still further reduced when there 
was a loss of tone in the muscle concerned. He, like the President, had 
been very glad to hear the testimony of Dr. Hertz, because as an old-fashioned 
person he considered that every person retained some elementary rights con¬ 
cerning his own digestive tract, and that he need not necessarily hand it over 
to the surgeon. One had hesitated, remembering what the surgical treatment 
meant, to tell a patient he had intestinal stasis. 

Mr. Bokenham said he would like to add his testimony to that of Dr. 
Morton and others, with regard to the great value of stimulation of the 
abdominal muscles by very slow rhythmic interruptions of the faradic current. 
Many years ago he was uncertain as to what form of current was the best, 
and in some cases he used, apparently with good results, currents of high 
frequency; but for some years he had been in the habit of treating cases of 
intestinal stasis with very slow interrupted currents, and with excellent 
results. The “ Morton wave current obtained with an eflBcient static 
machine running at a slow speed, the discharges being kept adjusted to the 
limit of easy tolerance, seemed in certain instances of special value. 

Dr. Jordan desired to point out that operative procedures did not 
constitute the routine treatment of chronic intestinal stasis. Resort to opera¬ 
tion was reserved for those cases in which other means of treatment were 
unavailing. As a knowledge of stasis became more general, and patients 
came under proper treatment earlier, there would be even fewer cases in 
which operative interference would be found necessary. He had been much 
interested in the fine series of slides which Dr. Hertz had shown. 


Glycosuria in Chronic Intestinal Stasis. 

By Alfred C. Jordan, M.D. 

Diabetes mellitus, ever since it was first recognised, has been 
a source of ardent research, and a subject of deep interest. An 
enormous literature has been built up, and many ingenious theories 
devised in the desire to explain its causes. 

In a mass of disconnected observations there stand out prominently 
three experimental methods of producing glycosuria: Firstly, Claude 
Bernard’s “ diabetic puncture ” of the floor of the fourth ventricle of 
the brain; secondly, the administration of certain drugs, especially 
phloridzin; and thirdly, the extirpation of the pancreas. Of these 
three classes of experiment, the third—that of removing the pancreas 
by operation—is seen at once to be by far the most important as regards 
the light it throws upon the aetiology and pathology of diabetes mellitus. 
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Claude Bernard’s puncture causes only a transitory .glycosuria ; drug 
diabetes passes oflf as soon as the drug is left ofif; but the extirpation of 
the pancreas—say in a dog—is followed after a day or even after a few 
hours by pronounced glycosuria, which increases to the third day, and 
continues till the death of the animal from inanition in about four weeks. 
In other essential respects the disease resembles diabetes mellitus. 
There is polyuria. The blood show's a marked increase of sugar (poly- 
glycaemia). On the approach of the final stage the excretion of sugar 
begins to diminish, although food is being taken, and a few days before 
death the sugar may disappear from the urine. When the sugar begins 
to diminish w'e find appearing in the urine (just as in diabetes mellitus) 
acetone, aceto-acetic acid, and ^-oxybutyric acid. 

Obviously, then, this discovery of the effect of extirpating the 
pancreas is one of extreme importance in the study of diabetes, and 
this is not diminished by the circumstance that the new fact has not 
led to a specific cure for the disease. It is easy to find reasons why 
a cure is not effected by feeding on pancreas substance, or by adminis¬ 
tering pancreas ‘‘ tabloids,” &c. ; short of a specific cure, however, the 
new' knowledge of the relation of the pancreas to persistent glycosuria 
is leading to important results, not only from the pathological but also 
from the therapeutic standpoint. 

All are agreed that diabetes mellitus is not always due to the 
same cause. The pancreas show^s no lesion in every case. But 
there is definite disease of the pancreas, discoverable post mortem, in 
about 75 per cent, of the cases. It is hardly necessary to state the 
converse, that disease of the pancreas is not always accompanied by 
glycosuria. Experimental extirpation shows that if one-fourth of the 
pancreas be left there will be no glycosuria. Hence w'e should not 
expect to get glycosuria unless three-fourths of the pancreas were 
destroyed or put out of gear. Cammidge finds that 7*4 per cent, of 
patients in w'hom disease of the pancreas can be showm to exist pass 
sugar in their urine. Cammidge’s reaction indicates insufficiency of the 
glycogenic function of the pancreas; it shows pre-diabetic changes. 

The Pancreas in Chronic Intestinal Stasis. 

We have now' to consider the bearing of the preceding remarks on 
the subject of the present communication. The main facts of chronic 
intestinal stasis are now' well known. The undue retention of the 
intestinal contents in the lower coils of the ileum (ileal stasis) leads to 
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the invasion of these coils by microbes from the caecum. The lower 
ileal coils are sterile (or nearly so) in health, and they are not able 
to deal with large doses of bacterial toxins; the result is a general 
toxaemia with its well-known train of symptoms. 

These over-loaded lower ileal coils produce a constant pull upon the 
mesentery when the patient is upright. If the patient be fairly robust, 
a thickening forms in the mesentery at the point where the pull is 
greatest, and this thickening is the beginning of a “ Lane’s ileal kink.” 
If the patient be feeble the mesentery yields, and the attachment of 
the mesentery to the posterior surface of the abdomen slips down. In 
this way the whole of the small intestine is pulled downward, and 
a kink is produced at the duodeno-j’ejunal junction where the un¬ 
supported jejunum arises from the fixed end of the duodenum. Behind 
this kink the duodenum becomes distended, and the distension is readily 
shown on X-ray examination with bismuth; the exaggerated duodenal 
peristalsis is also seen. At a somewhat later stage the distended and 
congested duodenum is invaded by bacteria, which ascend the small 
intestine from the lower ileum. Many untoward results may follow: 
duodenal ulceration; infection of the gall-bladder by way of the 
common bile-duct, leading to cholecystitis and gall-stones; and chronic 
pancreatitis through infection of the pancreatic duct. The general 
toxaemia also causes changes which have become familiar to those who 
have followed Sir Arbuthnot Lane’s work. One of the earliest and 
most constant of these in woman is shown in the breasts, which 
become nodular. This chronic mastitis begins in the upper and outer 
quadrants of the breasts, and often goes on to involve the whole breast, 
and then advances to the stage of chronic cystic disease, and finally 
it may become cancerous. The changes in the pancreas are analogous, 
but are undoubtedly more severe, since the pancreas is subject not 
merely to the general toxaemia but to a direct microbic invasion from 
the duodenum. At operations on the subjects of chronic intestinal 
stasis, the pancreas is found to be nodular, while it is smooth and soft 
in healthy subjects. There can be no doubt that the chronic pancreatitis 
yields to successful treatment of the stasis, just as we may observe the 
nodules in the breasts disappear with the relief of stasis, whether by 
operation or by treatment. 
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Stasis in Glycosuric Subjects. 

There is much evidence that in glycosuria we have usually to deal 
with the subjects of chronic intestinal stasis. Indican is found in the 
urine, and also xanthin bases and tyrosine. Frequently we find the 
glycosuria associated with chronic gastro-intestinal disorders, and these 
have existed for years in many of the cases. One of the most universal 
indications for treatment in glycosuria is to relieve the chronic con¬ 
stipation which exists. 

Transitory glycosuria is well known to occur in the subjects of 
rheumatoid arthritis and of Graves’s disease, and in chronic dyspeptics. 
There have been many cases of glycosuria in the subjects of “ appen¬ 
dicitis.” These four complaints are among the results of chronic 
intestinal stasis. 


Cases. 

My attention was first drawn to the connexion between glycosuria 
and chronic intestinal stasis three and a half years ago in a tragic way. 
A young officer, aged 22, was sent to me for an investigation of the 
alimentary tract. He had been perfectly well till four months previously 
when he had an attack of “ appendicitis.” An abscess formed in the 
right iliac fossa, and this was opened at Gibraltar and a pint of pus 
was let out. A small leaden shot came out with the pus ; this was 
thought to have been sw^allow^ed with game on some previous occasion. 
Phlebitis of the left leg came on a fortnight after the operation, with 
thrombosis of the femoral vein. This kept him in bed seven w-eeks. 
The w^ound healed except for a small stitch sinus, and he made a good 
recovery. Ten days before coming to me he became constipated and 
suffered from flatulence, passing wind both by the mouth and by the 
rectum. There w^as no pain. 

The most striking result of the X-ray investigation with bismuth 
was the discovery of extreme delay in the lower end of the ileum, the 
last coils of wffiich were enormously dilated. Most of the bismuth had 
reached the lower end of the ileum after four and a half hours, but 
there W’as still bismuth in the ileum after forty-nine hours (figs. 1 to 3). 
The dilated terminal coil of the ileum lay in front of the caecum. On 
pushing this coil toward the middle line of the body the ileo-cffical 
entrance was uncovered, and the appendix w-as showm lying beneath 
the caecum (fig. 2). Subsequently there w^as found to be great 
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Taken on the couch eleven hours after a bismuth meal, in an officer, aged 22, 
who died in diabetic coma a few days later. There is a large amount of bismuth 
in the lower coils of the ileum, and the terminal coil of the ileum'is greatly 
dilated.\There is a good deal of bismuth in the caecum and ascending colon. 
U, the umbilicus marked by a penny. 



Diagram showing the'position of the parts seen in fig. 1, when the 
caecum was raised. 
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retardation in the passage of the bismuth through the large intestine, 
practically the whole of it being still in the transverse colon after 
ninety-eight hours (fig. 4). 

He was admitted to a nursing home with a view" to operation. On 
examining his urine there it w'as found, to the surprise of all concerned, 
to contain a large percentage of sugar. He went downhill very rapidly, 
and died in a few’ days of diabetic coma, no operation having been 
performed. 

Since then I have often come across slight or transitory glycosuria 
in the subjects of stasis, but more recently I had another striking case 
wdiich ended as tragically as the first. 

A woman, aged 47, had been the subject of Graves’s disease at the 
age of 30. There had been a large goitre, exophthalmos, and tremors. 
This complaint had yielded to treatment after six months; the chief 
features of the treatment were rest in bed, diet, and aperients. She was 
subject to chronic rheumatism, but was in fairly good health till five 
months before I saw her for Sir Arbuthnot Lane and Dr. James Allan. 
She then began to suffer from thirst and a bad taste in the mouth. 
There was loss of appetite and occasional nausea, and she began to 
waste. She became constipated, though she had not obviously been 
constipated before. The urine was found to contain a large per¬ 
centage of sugar. 

The following are the chief points of my examination : The stomach 
was large and exhibited active peristalsis. The pylorus was normal in 
form, but showed spasm. After a few minutes there was a partial 
relaxation of the pyloric sphincter, and the duodenum filled w’ith 
bismuth. It was dilated, and showed strong ‘‘writhing” contractions 
with repeated regurgitation of the bismuth from the third to the second 
part of the duodenum, only traces of bismuth having entered the 
jejunum at the end of fifteen minutes, in spite of the powerful duodenal 
peristalsis (fig. 5). At the end of six hours half the bismuth was still 
in the stomach, half was in the lower coils of the ileum. No bismuth 
had entered the caecum. At the end of nine hours there was still much 
bismuth in the stomach; a good deal had now- entered the caecum and 
the ascending colon, and the terminal coil of the ileum w"as shown. It 
was hypertrophied, feeling like a thick cord ; its course w-as tortuous, 
and it w"as firmly tied down in the right iliac fossa at a point about 4 in. 
from its entrance into the caecum (fig. 6). The appendix w’as shown 
immediately beneath the caecum, and appeared healthy. The following 
day, tw’enty-three hours after taking the bismuth, there w"as no longer 
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Fig. 3. 

Taken thirty-five hours after the same bismuth meal. There is still bismuth 
in the lower end of the ileum, and very little bismuth has reached the middle of 
the transverse colon. 



Fio. 4. 

Taken ninety-eight hours after the same bismuth meal, showing great stasis 
in the large intestine. Nearly all the bismuth is still in the transverse colon, 
which has dropped. 
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Fig. 5. 

Taken on the couch after a bismuth meal, in a woman, aged 47, who died 
shortly afterwards in diabetic coma. The stomach was large, and showed active 
peristalsis. There was pyloric spasm. The duodenum was dilated, and showed 
strong “writhing” peristalsis, typical of chronic intestinal stasis; there was 
repeated regurgitation of the bismuth from the third to the second part of the 
duodenum, only traces of bismuth having entered the jejunum at the end of 
fifteen minutes in spite of the strong duodenal peristalsis. C, P, the cardiac 
and pyloric portions of the stomach ; a, 6, c, d, the four parts of the duodenum ; 
Pj/, the pylorus ; U, the umbilicus. 



Fig. 6. 

Taken on the couch nine hours after the same bismuth meal. There was 
still much bismuth in the stomach. Some had reached the ctecum and the 
ascending colon. There is a well-marked, typical ileal kink (“ Lane's kink ”) 
tying down the terminal coil of the ileum in the right iliac fossa. The terminal 
coil is thick-walled and tortuous. The appendix, seen under the ctecum, 
appears healthy. 
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Fig. 7. 

Taken twenty-three hours after the same bismuth meal, showing the ileal 
kink as before with extreme ileal stasis, the lower ileal coils being still well filled 
with bismuth. 



Fig. 8. 


Taken forty seven hours after the same bismuth meal—i.e., at a time when 
all the bismuth should have been passed. The transverse colon has dropped so 
as to form a loop in the deepest part of the pelvis, and no bismuth has advanced 
beyond the middle of the transverse colon. After ninety-five hours very little 
bismuth had got beyond the splenic flexure. 
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any bismuth in the stomach, but the lower ileal coils were still well 
filled with it, indicating extreme ileal stasis. The ileal kink was again 
shown (fig. 7). The caecum and ascending colon were distended with 
bismuth; no bismuth had entered the transverse colon. After thirty 
hours all the bismuth was in the large intestine, and after forty-seven 
hours (at a time when all the bismuth would have been evacuated in 
a normal subject) none had advanced beyond the middle of the trans¬ 
verse colon. This organ took the extraordinary course shown in the 
skiagram (fig. 8), of dropping vertically from the hepatic flexure down 
to the pelvis, making a complete loop in the pelvis, and crossing the 
middle line of the body at a level far lower than normal. Even after 
ninety-five hours, nearly the whole of the bismuth occupied the long, 
tortuous transverse colon, only a little having entered the descending 
and iliac colon, and none having passed into the pelvic colon or rectum. 

As in the case previously described, there is no question about the 
extreme degree of the stasis. Unfortunately, the end was as disastrous 
as in the other case. The patient was admitted to Guy’s Hospital, and 
after a few days she died in diabetic coma, no operation having been 
possible. 

No post-mortem examination was obtainable in either of the cases, 
but they are so striking that they compel attention, and leave no way 
of escape from the conclusion that there is a very definite relation 
between diabetes mellitus and chronic intestinal stasis.^ 


Case of Peptic Ulcer of the (Esophagus. 

By A. E. Barclay, M.D. 

Dr. Barclay (Manchester) described a case of peptic ulcer of the 
<x)sophagus which had been referred to him by Dr. E. M. Brockbank. 
She was a nervous girl, aged 18. She gave a history of having at one 
time brought up some blood, and that, from time to time, she had 
difficulty in swallowing. On examination, no obstruction to the pass¬ 
ing of the food was noted, and the stomach appeared to be quite 
normal. On questioning her closely she indicated that it was after 
pieces of hard food had been swallowed that she had the pain. 
Accordingly she was given toasted bread crumbs, and in a few minutes 


Sec N. Mutch, “The Duodenum iu Diabetes,” l*ractiiioner^ ^hiy, 1915, p. 71‘2. 
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she said that this had brought on the pain. On giving opaque food it 
was found that there was conaplete obstruction at the level of the 
seventh dorsal vertebra, which persisted for five or ten minutes at a 
time. The obstruction was clearly due to spasm, and it was probable 
that the crumbs irritated a small ulcer and set up the spasm. CEsopha- 
goscopic examination by Sir William Milligan showed a small ulcer 
about ^ in. in diameter. 

The ulcer was treated by ionisation of zinc. A bobbin-shaped 
electrode on a wire, insulated with shellac except at the neck of the 
bobbin, was dropped into the stomach. The patient then took bread 
crumbs until the spasm came on. The bobbin was then easily pulled 
up till the obstruction was felt; applying more traction the top of the 
bobbin slipped through the spasm, and the neck was firmly gripped and 
held in position by the spasm itself in contact with the ulcer. With 
a large electrode on the arm a current of 10 ma. was passed from the 
positive electrode in the oesophagus for about ten minutes. There was 
a tendency for the spasm to relax, and the wire had to be held carefully 
to feel when this occurred, as the electrode almost at once got out of 
position, as was seen on the fluorescent screen. When the electrode 
was taken out there was a black mark on one side of the neck of the 
electrode showing the size and shape of the ulcer through which the 
current had passed. Belief of symptoms was almost immediate, and the 
patient was perfectly well for three months. Some faulty teeth were 
then extracted and another ionic treatment given, with the result 
that the patient remained perfectly well for a year. A letter had just 
been received, however, saying there had been a recurrence. It was 
proposed to repeat the procedure but with rather stronger current.^ 


’ 20 ma. were passed for ten minutes. The blackening of the electrode showed that the 
ulcer was about ^ in. in diameter, and situated on the right side of the oesophagus—i.e., in 
exactly the same position as before. A fortnight after the treatment the patient can eat 
practically anything and has no pain at all. 

MT— 4 
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Demonstrations. 

By A. E. Barclay, M.D. 

Slides were shown illustrating :— 

(1) Hour-glass condition following the wounding of the stomach 
from a swallowed pin. The spasmodic hour-glass condition lasted 
several weeks. 

(2) Aerophagy with marked eructations from the swallowing of air 
into the oesophagus, which was showm distended with the air. 


B. L. R. L. 



Fig. 1. Fig. 2. 

Figs. 1 and 2. —Obstruction of the oesophagus. Note the ragged outline of 
the lower part of the shadow. It was thought that this was due to the inroads 
of a growth. The second radiogram, taken a little later, indicates clearly 
that the opaque food is canalising the retained ordinary food in the dilated 
oesophagus. The case was one of cardiospasm in which the patient had 
“ educated ” the oesophagus to tolerate large quantities of food. 

(3) Illustrating the mechanism of the production of the recurrent 
borborygmi from air in an atonic stomach. 

(4) Illustrating how food retained in the lower end of the oesophagus 
may give a strong suggestion of extensive growth invading the oesophagus 
(figs. I and 2). 

(5) An abnormally mobile liver associated with Hirschsprung’s 
disease (figs. 3 and 4). 

(6) Gas-containing abscess of the peritoneal cavity. 
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Fig. 3. 

With the patient standing. A largo air-space was seen, extending from the 
left side to the nipple line on the right and bounded below by a fluid line that 
splashed when the patient was shaken. A few mouthfuls of the opaque food 
could be seen ,in what appeared to be a normal stomach behind this air-space 
and fluid. 

R. L. 



Fig. 4. 

With the patient lying down, the air-space could be seen as a bubble, just 
below the abdominal wall and spread out over the stomach. It was the lateral 
view of the patient that showed the air and fluid in this cavity were subperi- 
toneal. The pus and gas that were evacuated were extremely offensive. The 
case had been a most obscure one and, in fact, was referred to the X-ray 
Department for examination of the kidneys. With the information of the 
X-ray examination one was able to obtain a definite history of dyspepsia and 
a sudden acute pain as the onset, presumably due to a perforation. 
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(7) Hair-ball in the stomach. The patient, a girl, aged 28, was 
referred by Dr. Kamsbottom in June, 1913. Clinically, the case w^as 
an obscure abdominal tumour, presumably an enlarged spleen or in 
connexion with the pancreas, although the. possibility of some rare 
gastric tumour was considered. As is usual in the case of abdominal 
tumours, nothing abnormal was noted on screening the patient ; 
although the tumour could be felt, it could not be seen, and w’^as 
apparently of the same density as the abdominal tissues. The exami¬ 
nation was conducted with the patient in the erect posture, and in all 
such cases bismuth food is given in order to establish the relationship 
of the stomach and other parts of the alimentary canal to the tumour. 
In this case the bismuth flowed into the stomach, and then began to 
canalise down the greater curvature (fig. 5), showing very clearly that 
the tumour was not the spleen, otherwise the greater curvature would 
have been displaced to the inner side of it. At this stage the appear¬ 
ances were those sometimes seen in advanced cases of carcinoma, 
involving the whole of the pyloric end and lesser curvature of the 
stomach. Presently, however, as more food was given, the shadow 
extended down the lesser curvature, apparently around the mass, which 
was evidently therefore not to the inner side of the stomach, but either 
inside, in front, or behind it. A little manipulation and rotation of the 
patient quickly demonstrated that the mass displacing the bismuth 
(showing as a lighter area in the midst of the dark shadow of the 
bismuth) was actually within the stomach. By means of palpation it 
was easy to demonstrate, not only that it was wuthin the stomach, but 
also that it was freely movable within the stomach, and fig. 6 shows 
how the tumour could be displaced, the top of it rising above the level 
of the bismuth food, and showing as a rounded shadow in the clear air¬ 
space in the fundus of the stomach. In order to demonstrate the 
nature of the tumour still more clearly the fundus of the stomach w’^as 
distended with COo, and into the large “ Magenblase ” thus obtained 
the hair-ball was pushed up (fig. 7). It gave a heavy shadow, because 
of the coating of bismuth it carried up with it. The diagnosis was 
therefore so complete that not only could the nature and shape of the 
tumour be predicted, but also its si;?:e, v/hich was given as 9 in. long 
by 3 in. wide, while the predicted shape of the tumour corresponded 
almost as closely (fig. 8). The case was referred to Mr. Burgess, w^ho 
enucleated the mass and the patient made an uninterrupted recovery. 
The hair had apparently been swallowed when she had scarlet fever 
twenty years previously. She denied having swallowed any hair to her 
own knowledge at any time. 
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L. 


R. 



Fig 7. 


Fig. 8. 


Hair-ball in the stomach. 
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Case of Hernia of the Stomach through the Diaphragm in 

a Child, aged 9. 

By W. J. S. Bythell, M.D. 

The following notes upon this case of hernia of the stomach 
through the diaphragm are of interest from both the surgical and the 
radiographic points of view. 

The patient, a boy, aged 9, was admitted to the Manchester 
Children’s Hospital on January 6, 1914. The previous history (which 
was obtained with difficulty) consisted of attacks of persistent vomiting 
for some six months, the condition steadily getting worse. Apparently 
there was never at any time much abdominal pain. 

On admission the child was extremely thin and looked ill. The 
abdomen was dull on the right side from the costal margin downwards, 
and tympanitic on the left. The right rectus muscle was distinctly 
prominent. For the first seventeen days after admission he vomited 
nearly every day, usually profusely: there was no abdominal pain or 
tenderness. The child appeared to be getting' thinner. A diagnosis 
of pyloric obstruction was made from the clinical symptoms. 

On January 19 he was sent to me for X-ray examination. On 
giving him a bismuth meal I found that it passed to the right of the 
middle line instead of to the left at the cardiac orifice, suggesting 
at the commencement of the examination that the stomach was 
transposed, although the position of the heart was normal. The 
outline of the stomach, however, was not that of a normally shaped 
stomach merely transposed to the right, but more like that of the 
upper sac of an hour-glass stomach. There was also obvious delay in 
the emptying of the organ, as none had passed through the pylorus at 
the end of seventy-five minutes. When I saw him twenty-four hours 
later the whole of the bismuth was in the large intestine; the latter 
was normal in shape and position, except that the transverse colon 
was somewhat high in the abdomen. 

The following day I saw him five hours after another bismuth 
meal. As you will see from this slide (fig. 1), the greater part of this 
meal was still in the stomach on the right side of the middle line * 
a small quantity having passed into the small intestine was situated 
chiefly in the ileum. The slide also suggests that the transverse colon 
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is higher than normal, as the skiagram was taken with the child in the 
upright position. 

The next day I arranged for him to be sent to my rooms in order 
that my partner, Dr. Barclay, might see him with me. The next 
slide (fig. 2) shows the condition on that occasion. The whole of the 
bismuth previously given had disappeared with the exception of a small 
trace in the descending colon, and on giving another meal we found 
that it again passed to the right side. 

At no time did I see any bismuth actually pass out of the stomach, 
so I was unable to obtain any information as to the position of the 
pylorus. 



Fig. 1. Fig. 2. 


The diagnosis was not clear at first. My original idea was that the 
stomach was perhaps dragged over to the right side by adhesions, 
with mechanical obstruction of the outlet, but Dr. Barclay afterwards 
suggested the possibility of a hernia of the stomach through the 
diaphragm, and on consideration this seemed to me to be the most 
likely diagnosis, as the lung structures at the right base could be 
seen clearly through the air-distended fundus. 

On January 24, three days later, Mr. Howson Bay, Surgeon to the 
Hospital, operated, and the following details are taken from the Hospital 
notes: “On opening the abdomen to the right of the middle line, 
and displacing the right rectus outwards, the epigastrium was found 
occupied by the colon; only a small piece of the stomach could be 
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seen very far back under the diaphragm. On further exploration the 
major part of the stomach was discovered herniated through the 
oesophageal opening. The other abdominal organs were normal. The 
stomach was brought down and stitched to the anterior abdominal 
wall by four or five silk sutures, and the abdominal wound closed.” 

For the next sixteen days the boy did well; there was no vomiting, 
and he put on weight. On February 10, however, there was profuse 
vomiting, and he vomited every day up to February 27, when he was 
again sent to me for X-ray examination. After seeing him I reported 
that the stomach had passed back through the diaphragm, and was 
exactly as when 1 first saw him. There was again pyloric obstruction. 

On March 3, therefore, Mr. Howson Bay opened the abdomen for 
the second time, and again found that the stomach had passed 
through the oesophageal opening of the diaphragm. On this occasion 
he brought a piece of the stomach through the abdominal incision 
and did a gastrostomy so as to fix the organ permanently in this 
position. 1 may add that at both operations he found that there was 
a good. deal of resistance to the pulling of the stomach down through 
the oesophageal opening, and that it had a tendency to slip back on 
relaxing the tension. 

I have not seen the boy since the second operation, but the 
subsequent history appears to indicate that a core has been attained. 

The President expressed the thanks of the Section for the most 
interesting series of slides. 
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